SCOTTISH HOME AND HEALTH DEPARTMENT 
SCOTTISH HEALTH SERVICES COUNCIL 



The Staffing 
of Mental 
Deficiency 
Hospitals 



Report of a Sub-committee 
constituted jointly by the Standing 
Medical Advisory Committee and 
the Standing Nursing and 
Midwifery Advisory Committee 



EDINBURGH 

HER MAJESTY'S STATIONERY OFFICE 
1970 . 




Printed image digitised by the University of Southampton Library Digitisation Unit 



M embership of the Committee 



Professor I. R. C. Batchelor, mb chb, frcpe, dpm, frse, ( Chairman ) 
Miss I. 0. Baird, rscn, rgn 

Miss M. Dennison, srn, rmn, scm, (resigned 30th October 1969) 

C. Hallas, Esq., srn, rmn, rnms, rnt 
A. Hopwood, Esq., rgn, rmn, rnt 
A. F. McConbrey, Esq., mb chb, dph 
H. J. B. Miller, Esq., bsc, mb chb, dpm 
W. W. Sinclair, Esq., mb chb, dph, dpm 
H. G. Smyth, Esq., mb chb, bao, dpm 
Miss D. Strachan, rgn, scm, qn, hv 

Miss M. Macnaughton, died 2nd January 1969 (. Nursing Assessor ) 
Miss D. Norton, srn, msc, from 13th January 1969 (. Nursing Assessor ) 
Dr E. M. Whiteside, mb chb, dph (. Medical Secretary ) 

D. J. Buckley, Esq., aha ( Secretary ) 



SBN 11 490484 7 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Contents 



section 

1 


Introduction 


Paragraphs 

1-4 


2 


Previous Reports 


5 


3 


Some General Considerations 


6-17 


4 


The Hospitals and Their Populations 


18-22 


5 


The Present State of Staffing 


23-31 


6 


The Staff Required : 






Doctors 


32-41 




Nurses 


42-65 




Psychologists 


66-71 




Teachers and Trainers 


72-92 




Occupational Therapists 


93-98 




Recreational Therapists 


99 




Physiotherapists 


100-103 




Speech Therapists 


104-105 




Laboratory and Diagnostic Services 


106-109 




Social Workers 


110-116 




Other Categories of Staff 


117-121 




Domestic Staff 


122-126 




Voluntary Helpers 


127-129 


7 


Hostel Accommodation and Staff 


130-134 


8 


Extra-mural duties of hospital staff 


135-139 


9 


Incentives to Recruitment 


140-147 


10 


Consequent Administrative Changes 


148-155 


11 


Summary and Recommendations 





APPENDICES 


Page 


I 


Survey of two Mental Deficiency Hospitals 


49 


II 


Staffing levels in Mental Deficiency Hospitals in Scotland, 
1969 


55 


III 


Survey of six Mental Deficiency Hospitals — some pro- 
fessional interchanges 


56 


IV 


Vv hitiey Council Agreements which restrict the movement 
of Nursing Staff from other parts of the Hospital Service 
into Nursing in Mental Deficiency Hospitals 


57 


V 


Organisations and individuals giving evidence to the Joint 
Sub-Committee 


58 


VI 


Mental Deficiency Units visited 


59 


VII 


References 


60 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Printed image digitised by the University of Southampton Library Digitisation Unit 



SECTION 1 



introduction 



1 We were appointed in October 1967 jointly by the Standing Medical 
Advisory Committee and the Standing Nursing and Midwifery Advisory 
Committee, with the following terms of reference : 

To advise on the staffing of mental deficiency hospitals with respect to 
the categories, numbers and duties of the staff required, and on any 
consequent administrative changes which may be necessary. 5 

2 We have held 23 meetings, studied relevant reports and have received 
written and oial evidence from a number of official bodies, or ga nizations 
and individuals. We have also visited mental deficiency hospitals and 
services in both Scotland and England. Details of these sources of 
information are given in Appendices V, VI and VII. 

3 We are grateful to all those who have assisted us in our deliberations and 
have given us hospitality. 

4 A summary of our conclusions and recommendations is given in 
Section 11. 
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SECTION 2 



Previous Reports 



5 The Scottish Health Services Council has in the past 15 years received 
two previous Reports which have dealt wholly or partly with our remit. 
A ‘Committee on the Staffing of Mental Deficiency Institutions’ reported in 
June 1954. It had concerned itself mainly with nurse staffing and in general 
it appears to have been satisfied with the situation it found. It was obviously 
strongly influenced, apparently at times rather reluctantly, by the opinions 
of the mental deficiency hospital staffs from whom it received evidence. 
The Committee advocated no change in the syllabus of training for the 
mental deficiency nurse, and thought that ‘no immediate attempt’ should 
be made to introduce the grade of enrolled nurse into the hospitals. It 
recommended that nursing assistants should have in-service training, and that 
the maximum use should be made of tradesmen and instructors. A Sub- 
committee of the Standing Medical Advisory Committee reported on 
‘Mental Deficiency in Scotland’ in 1957. It devoted only five paragraphs of 
its report to the staffing requirements of the mental deficiency service. Its 
main recommendations about staffing, which did not include any innovations 
except perhaps the suggestion that there could with advantage be a system of 
medical registrarships requiring rotation between mental deficiency and 
mental hospitals, were summarised as follows: ‘The increasing difficulty in 
the recruitment of medical staff and the need to use professional and auxiliary 
staff to the best advantage, call for a review of fundamental issues of policy. 
Medical specialists and nurses trained in mental deficiency should not be 
used for duties which could and should be undertaken, under suitable 
medical direction, by competent auxiliary staff: the hospital service could 
properly be relieved of much of the burden of mental deficiency. The needs 
of defectives fall largely within the sphere of the welfare and social services 
which can be devloped to provide domestic supervision and such 
occupational training as may be required.’ 



6 
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SECTION 3 



Some General Considerations 



6 The extensive administrative rearrangements within the National Health 
ervice which are presently under discussion have important implications for 

w n +T ta detlCienCy s f rvice - An y restructuring which would bring the 
h +1 ?l al , Ser T e n r t0 a closer workin S relationship with family doctors and 
with the local authorities’ health, maternity and child welfare services would 
be entirely beneficial to the mental deficiency service; since it would facilitate 
early and comprehensive diagnosis, the discriminating and flexible use of 
both hospital and community provisions, and continuity of care when this 
is require . e proposals under discussion would not however make it 
possible, though many think that it is desirable, to bring all the services 
for the mentally defective under one authority. The education and social 
services are likely to remain separate from the health services; and, from 
the point of view of the welfare of all mentally defective persons in the 
community, close co-operation between these three services will remain 
therefore of tundamental importance. 

7 The remit of the Committee did not extend to any consideration of the 
proper place of mental deficiency hospitals in the provision of care and 
training for the mentally defective. One can safely assume, however that 
whatever redistribution of the balance may be sought and found, in the 
foreseeable future, between the hospital and community services, the mental 
deficiency hospitals will remain in existence and will continue to be important, 
i heir central function as hospitals is the diagnosis, care and treatment of 
some of the more severely mentally defective (severely subnormal) members 
ot the population; and in Scotland, according to those who work in them, 
about two-thirds of their patients fall into this category. For these children 
and adults they provide general medical, psychiatric, nursing, educational 
training, recreational, protective and custodial facilities of great value 
and social significance, which it will be difficult to replace. But our 
recommendations in no way prejudice a reconsideration of their future 
importance in the services for the mentally defective. We have not stated 
any preference for hospital over the various types of community and day 
care; nor have we sought to maintain the degree of responsibility for the 
mentally defective to which the NHS is at present committed. It is agreed by 
all, we believe, that the mentally defective individual, whenever this is 
possible, should be cared for outside the hospital service and preferably 
m his or her own home. Our recommendations with regard to staffing if 
we have interpreted correctly the needs of this section of the population 
should have equal relevance whether mentally defective individuals are being 
cared for m hospital or in the community. 
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8 We accept and wish to quote the general statement about the functions 
of a mental deficiency hospital which was made in HM (65) 104, para. 6: 

‘Admission to a subnormality hospital should be advised only if the 
special facilities it offers are needed by the patient. Admission will 
depend not only on the patient’s condition but also on social factors and 
on the degree of development reached by hospital and local authority 
services. Hospitals should reserve a number of beds for short-term 
purposes. In the absence of complicating conditions, such as severe 
physical disability or disturbed behaviour, the severely subnormal patient 
who has been adequately investigated and treated ought not be primarily 
the responsibility of the hospital service for long-term care. Ultimately, 
when facilities outside hospitals are fully developed, continued hospital 
care will be necessary only for patients who require special or continuous 
nursing and for those who, because of unstable behaviour, need the kind 
of supervision and control provided by a hospital.’ 

9 There are two aspects of these hospitals to which we wish briefly to 
draw particular attention, since they are the causes of many difficulties: 
the heterogeneity of their populations and, necessarily associated with this, 
the heterogeneity of the types of care provided for them; and the large size 
of the units in which these children and adults are usually treated. 

10 In the mental deficiency hospitals widely differing problems are dealt 
with in ways which often have little or nothing in common. The hospital 
population is very far from being a uniform one, in any respect. Its medical 
needs are extremely various, involving many specialities, ranging from 
biochemistry and genetics, through general medicine and many medical and 
surgical specialities, to child and adult psychiatry. The type and degree of 
nursing skills required also differ widely. Furthermore, these hospitals are 
peculiar amongst hospitals in that they house some people who require 
neither medical nor nursing care, and who are there not because they need to 
be in a hospital but because there is nowhere else willing or able to accept 
them. The extension to this (and a large borderline) group of medical and 
nursing care means inevitably that there is a misuse in these hospitals of 
the skills of doctors, nurses and medical auxiliaries; and much frustration 
amongst these categories of staff, who find themselves with functions for 
which they were not trained and which may not seem to be professional 
responsibilities at all. Nurses, for example, finding themselves not required 
to nurse, wonder whether they should not be trained as teachers or as social 
workers. 

11 The second of the aspects of these hospitals which give rise to serious 
concern, is the fact that, owing to chronic shortages of staff, overcrowding 
and the provision in their buildings of very large ward and dormitory areas, 
the patients have often to be treated and otherwise cared for, in groups 
which are much too large for individual and effective attention. In these 
circumstances, the hospitals operate at a very considerable disadvantage 
compared with a small village community or hostel system of care. There 
is inevitably a degree of regimentation, routines tend to become too dominant 
ano care is apt to become depersonalized. This is particularly injurious to 
children, whose mental and particularly emotional development may be 

8 
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ie tarded or stunted. Also, if individual attention is lacking retraining and 
vSfstfondv That ar ? f ejudiced ' We ^omkend, therefore 

£« t1 ay r °° ms and “> ri ^ and P to 
groups ° appropnate sma11 (i' e - of less than 20 individuals) 

12 In fulfilling our remit to advise about the staffing of these hosoitak w* 
have throughout been acutely aware of the fact that we have lacked^he^ata 
which are necessary tor making recommendations which are really securely 

caTeTtr 1 t0 T7 UmberS °f *a ff requirS 'SZ v“Tot 

scratinS in ffn / , m “ tal deficienc y hospital in Scotland has been 
scrutinized m a full and objective survey of its functions. To assist ourselves 

w_e have with the most welcome help of two of our members, made surveys 

in the° Reuort T"* detai ' S ° f S ° me ° f the findings are « iven later 

StemDte andTh^T SUrveys sh ° uld be consi dered only as first 

the f S findings as provisional. Since they were carried out by 

oblec ivfv TW ° SPlta S COncemed - £ h e y may be criticized as lacking 
objectivity There is a clamant need therefore for much further research 

hosniiffi °1 1 r ese h ° Spital populations, to determine for each 

hospital its detailed needs for staff and facilities. Such reviews might be 

made the responsibility of the Regional Hospital Boards in Scotland Id 
l ic meantime we have endeavoured to state the broad principles which we 
think should determine the staffing of these hospitals. 

13 The significant improvement of a service depends usually, though of 
coiirse by no mea ns entirely, upon the allocation of more finance. It is 
highly desirable that the mental deficiency services should be allocated more 
money, further to upgrade their facilities and to pay for more staff. We have 
however, m what we have recommended, not assumed either that there 
would be soon a great influx of additional finance for these services or that 
it considerable additional money was made available, there would be a 
marked increase m the various categories of staff which are sought for. 

e ha y e endeavoured therefore to define better the categories of staff 
requned: to delimit the roles of these categories, to ensure that personnel do 
the work which they were trained to do, and that skilled staff are not employed 

“ kll \ d d £ pes; and m general to make recommendations which will 
allow for flexibility and change m these services. There is we believe 
considerable scope within these hospitals for the re-deployment of staffs: 
and there is certainly room, and need, within the NHS itself for the better 
and more equitable sharing of scarce resources between general hospital 
paediatric, mental and mental deficiency services. P ’ 

14 Apart from feeling somewhat disabled by the paucity of operational 
research data, we have had other reasons for being reluctant to make 
recommendations about staff: patient ratios. Where there are grave shortages 
of staff, almost any ratio which could be generally recommended might seem 
to be unrealistic. Ratios prescribed on a national basis can make n^ 
allowances for local needs nor for the availability locally of personnel. A 
ratio, set deliberately low at a time when recruitment is difficult, may inhibit 
later an improvement of the staffing situation when recruits become easier 
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to find. And perhaps most importantly of all in the present context, staff: 
patient ratios may suggest that the same job should always be done by the 
same people in the same way and in the same place. Some areas of mental 
deficiency hospitals, for example a ward of severely defective and physically 
totally crippled children, would justify a nurse : patient ratio of 1:1; other 
wards, less demanding of nursing skills, a ratio of 1 : 3 or 1 : 4. But we would 
not wish to specify much further at this stage, since some wards in these 
hospitals do not need to be staffed by nurses at all; and the policy in these 
should be, not further to thin out the nursing care, but to find alternative 
and more appropriate ways of staffing them. A particularly unfortunate 
example of an arrangement which tends to perpetuate rigidity in the staffing 
structure, is the linking of salaries to the number of beds or in-patients for 
which the individual is responsible: it is quixotic to expect staff whole- 
heartedly to pursue a policy favouring community care which, the more 
successful it is, must increasingly threaten the amount of the salaries 
which they will receive. * 

15 We have not in this report considered all categories of staff, but have 
omitted some, e.g. secretarial and maintenance staff, who are not directly 
involved in patient care; and others, because they are not hospital based, 
even though they may be as essential to the service as are the Disablement 
Resettlement Officers of the Department of Employment and Productivity. 

16 There have been numerous references recently to the isolation of 
mental deficiency hospitals; and despite the protestations of many workers 
within these hospitals that they have not felt isolated, we believe that this 
isolation, not always present and varying in degree of course from hospital 
to hospital, has generally been an aspect of their existence from which many 
of their difficulties have stemmed. In their location often these hospitals 
have been at some distance from the main centres of population, and this 
has inhibited communications of all kinds — especially the visiting by relatives 
which is so essential if an active programme of rehabilitation is to be 
prosecuted successfully. They have also been isolated socially and medically. 
Their relative social isolation has been an aspect of the community’s rejection 
of those who are most crippled by their appearance or behaviour; and the 
very fact that the functions of so many of those who care professionally for 
these defective individuals have been institutionalized in separate hospitals 
may be considered in part a further expression of this rejection. The medical 
profession itself until recently has shown little general interest in mental 
deficiency. A minority of the doctors working in this field have chosen 
it because it was the aspect of medicine which primarily interested them; 
and for the others it has rarely impinged on their practice, still more rarely 
stirred their curiosity, and only exceptionally has it been seen as a very 
fruitful field for research. 

17 Some of the staffs of mental deficiency hospitals do, and will, find the 
prospect of change and integration with other branches of the NHS difficult 
to accept. They have for long been neglected: they will find it hurtful to 
have to accept assistance from colleagues in other specialties who have 
previously perhaps stood rather aloof and who now may seem to them to 
link the bringing of help to the implication that their help is indeed badly 

10 
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needed, that those in the mental deficiency services have been neglectful of 
tneir duties and responsibilities. 1 he vast majority of those employed in the 
mental deficiency services have in fact worked with great devotion, to the 
imit of their capacities and resources, in very difficult circumstances and 
without much praise or reward. Further criticism and blame, from whatever 
side, are to be deplored. There is a great deal in the mental deficiency 
services which is sound and good and which can be built upon. All concerned 
should now seek co-operatively to increase the pace of their evolution, and 
to adapt it more securely to the rapid changes which are taking place in 
medicine and education and in the expectations of our society. 



11 
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SECTION 4 



'Tiie Hospitals and Their Populations 



18 There are 22 mental deficiency hospitals in Scotland, of various sizes : 



19 Their patient populations (total 7400) differ to some extent of course: 
but how considerable this variation may be, and what at all precisely are the 
characteristics of these populations, is not known to those outside the 
hospitals themselves. 

20 Mental deficiency is particularly difficult to classify. Unlike other 
medical conditions in most cases it does not present itself in identifiable 
clinical syndromes. The aetiology of it is often unknown, and its degree is 
often difficult to specify accurately. There is no single test of intelligence 
whose use is required for statistical returns, there is no single test which 
is universally used in the hospitals, and the performance of the same patient 
on different tests often varies widely. Even IQ levels are not available for 
all the patients in these hospitals. And it must be added that the presence of 
a psychosis or personality disorder or epilepsy in a mentally defective person, 
may be far more significant for the point of view of his medical and nursing 
care and treatment than the degree of his mental defect. 

21 When one turns to patient care and to what the mentally defective 
person in hospital needs, there is no centrally collected information which 
is sufficiently detailed to allow the proper planning of medical, social and 
educational services: and we recommend that urgent attention should be 

given to providing this, for each hospital and regionally and nationally, 
in Scotland. 

22 In Appendix I we present briefly the results of enquiries which the 
Committee sponsored in two Scottish mental deficiency hospitals. They 
indicate the kind of information which is relevant to the planning of services, 
and that this information may be obtained fairly easily. It is apparent that 
the results of the survey carried out by McKeown and Leek in Birmingham 
(1967) cannot oe assumed to apply in detail and without qualifications to the 
hospitals in Scotland. It seems also, and it is what one might expect, that 
apparently similar hospitals interpret their functions in widely differing 

12 



1000-2000 beds 
600-1000 beds 
400- 600 beds 
200- 400 beds 
100- 200 beds 
50- 100 beds 



2 hospitals 
2 hospitals 
2 hospitals 

4 hospitals 

5 hospitals 
7 hospitals 



Printed image digitised by the University of Southampton Library Digitisation Unit 



ways. For example, of the children in Lynebank Hospital 41 per cent are 
reported to require basic nursing care (28 per cent ‘full hospital care’): in 
Strathmartme Hospital, 93 per cent require basic nursing care (91 per cent 
full hospital care ). . In respect of mental nursing, 57 per cent of the children 
m Lynebank are said, to require it, while in Strathmartine only 7 per cent. 
These discrepancies point to the need for further and more refined researches, 
using greater resources and outside observers 
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SECTION 5 



The Present State of Staffing 



23 The most recently available figures for professional staff in post in the 
22 Scottish Mental Deficiency Hospitals (beds 7400) are shown in Appendix 
II. They give cause for considerable concern. Some of the main features 
of the situation must be outlined. 

24 Medical Staff. Though the ratio of approximately one consultant to 
350 beds may compare favourably with the situation in England and Wales, 
it is in our opinion too low to permit a satisfactory standard of investigation 
and patient care. There are three hospitals where a full-time consultant 
works single-handed, and six where a part-time consultant has sole 
responsibility. Furthermore, the consultant in mental deficiency usually 
works in isolation from his psychiatric and paediatric consultant colleagues. 

25 Medical staff in the training and supporting grades are very sparse. 
Senior registrars, registrars and medical assistants number only 26. In 
eleven hospitals, some of which comprise more than 200 beds, there are no 
such supporting staff in post. Only one hospital had, at the time of review, 
a house officer. 

26 There are 13 general practitioners employed on a sessional basis. 

27 Nursing Staff. In the 22 hospitals there is a total nursing staff, trained 
or in training, of 1089. Of these 516 are Registered Nurses. They are 
supported by 282 Enrolled Nurses, 142 student nurses and 149 pupil nurses. 
Alongside these work 738 assistant nurses, who are neither qualified nurses 
nor in training as nurses. Approximately 40 per cent of the nursing staff 
in these hospitals comprise men and women who, whatever may be their 
personal qualities — and it may be said at once that their contribution has 
been invaluable — have no professional nursing qualifications. 

28 Medical Auxiliary Staff. Only 2 full-time and 4 part-time psychologists, 
all clinical psychologists, are employed. They serve only 5 of the 22 
hospitals. 

Fifteen hospitals employ no social worker of any kind. In the other 
hospitals there are 3 full-time and 6 part-time social workers ; none of these 
is a psychiatric social worker. 

11 hospitals employ no occupational therapists. 

1 1 hospitals are without physiotherapists. 

16 hospitals are without speech therapists. 

14 
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29 Education and Training Staff. Details are not available about these 
categories ot staff, who are also in numbers far below what would be a 
reasonable establishment. 

30 Visiting Specialist Staff. In all 22 hospitals, medical, dental and other 
specialists are called in as is thought necessary by the mental deficiency 
specialists m charge of the patients; and many mentally defective patients 
are referred to general hospital out-patient departments. Few hospitals 
are however regularly visited by outside specialists. Only three hospitals are 
so visited by paediatricians, two by chest physicians, two by ophthalmologists 
one by a neurologist, one by an orthopaedic surgeon, one by a gynaecologist 
Nine hospitals are visited regularly by dentists. (For further details, see 

fr ? m t * iese ser ious deficiencies in numbers of various categories 
of staff we identify four main problems in the staffing of mental deficiency 
hospitals: 17 

(1) Mental deficiency has been regarded as a specialist field clearly 
demarcated from the rest of medical practice, and the staffing policy 
consequently has been to recruit doctors who are specialists in mental 
defimency and nurses who are registered on the mental deficiency part of 
the Nursing Register. The field of recruitment of professional staff has thus 
been greatly, and we believe unnecessarily and unwisely, narrowed. 

. Medical and nursing staffs have to look after many mentally defective 
individuals who require neither medical nor nursing care : their skills have 
therefore been too widely and too thinly spread. 

(3) Specialist medical, psychologist and other categories of staff have not 
been available to carry out the very detailed physical and psychological 
investigation, assessment and treatment which many patients do require. 

(4) Neither the educational nor the social services, which are community 
based, have been sufficiently involved in and integrated with the hospital 
services. 
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SECTION 6 



The Staff Required 



Doctors 

32 It is surprising, and very fortunate, that the quality of the senior medical 
staff of the mental deficiency hospitals in Scotland is as high as it undoubtedly 
is. Only a minority of . doctors enter this field as their first choice. 
Candidates for consultant posts have to be chosen often from a very small 
group of applicants; and not only are the applicants few in number, they 
are on the whole also poorly qualified. For example, of those applying for 
consultant appointments in mental deficiency in Scotland in 1967 and 1968, 
only about one in ten held a higher degree or similar qualification. 

33 Until recently the paucity of research in mental deficiency, an apparent 
dearth of new discoveries and of fresh and more hopeful approaches to care 
and treatment, and a suspicion that the doctor entering this field may make 
relatively little use of specifically medical skills, have all been factors 
discouraging recruitment. So also no doubt has been a widespread ignorance 
of the subject. There has been no specification by the medical profession of 
what is required from a specialist in mental deficiency: nor is there any 
training programme approved by the profession. Those doctors who have 
entered the -field have done so from various backgrounds; and while the 
possession of at least a diploma in psychological medicine has usually been 
considered necessary, candidates may still be short-listed for a consultant 
appointment in mental deficiency who hold no formal qualification other 
than their primary medical degree. 

34 We are in no doubt that many specialist medical skills should properly 
be deployed in the diagnosis and treatment of mentally defective individuals, 
and in research into the causes of their disabilities; and that the two most 
essential categories of specialists are psychiatrists and paediatricians. 
Perhaps of next greatest importance are neurologists and orthopaedic 
surgeons, to care for the spastic and otherwise neurologically damaged and 
the deformed. Ophthalmologists and otorhinolaryngologists are essential 
for the assessment and correction of defects of the special senses. From 
time to time, additionally, the services of almost all other categories of 
medical and surgical specialist may be called upon. Routine dental care of 
a high standard, and orthodontic treatment, are also required. 

35 Psychiatrists are the appropriate specialists to treat the cases of neurosis 
and psychosis which occur amongst the mentally defective, and the behaviour 
disorders which so many of these individuals manifest. Disordered behaviour 
is a primary cause of the hospitalisation of the mentally defective, and it has 

.16 
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ShamZf.t T ?v7 ° ae : third of low *»* P a «®ts exhibit this and 

ZychSheTZeutfc ,Mk f f PatientS ' Far more use should be made of 

P J n has Snera lv Zln " management m the handling of these problems 
man has generally been possible, owing to the limitations imposed bv the 

beZ waitable^ Also 0t ^ and nUrSing and ° ther staffs whic hhave 

consultMts^n rnZta/H°r mS ‘i 16 smaiiness of ittedical staff establishments, 
consultants in mental deficiency have not been able to undertake the amount 
of extramural clinical work in nnt-™tiW a -r iaJVC LUC uni; 
is desirable ’ ut P atient and domiciliary practice, which 

T;f th ° f ! he patients in the mental deficiency hospitals in 
Scotland are children : and it is amongst these children that physical handicaps 

Thd ^ physical diseases and disabilities are 
frequently multiple and complex, requiring for their elucidation and treatment 
a highly expert knowledge of physical medicine. These facts compel the 
concusion that, if paediatrics implies a comprehensive approach to the 
medical problems of an age group, these children should when they are so 
disabled as to require hospital treatment be under the care predominantly of 
paediatricians; and that the paediatricians should be assisted by educators 
c d trainers on the one hand and by child psychiatrists on the other. This 
was the viewpoint reached independently by members of the Committee in 
their examination of the medical needs of this hospital population: and we 
weie f orMed in our view by a memorandum we received from the Scottish 
Standing Committee of the British Paediatric Association, which stated that 

a li ey m pnt^ g HV eCOm T nded ?} at P aediatricia ns should be on the staffs of 

SouM^«v^S^H h0 ^ ,ltalS *u? d that in theSC hospitals Paediatricians 
should have defined responsibility and authority’. This implies that 

paediatricians should have charge of beds in these hospitals, and as a 
Committee we make this recommendation explicitly. We do not wish to 
detail the arrangements which should be come to, since these no doubt will 
hav , e }° v ^ ry accordm S to local needs and professional and personal 
attitudes : but we wish to stress that the paediatric contribution should be 
made both inside and outside these hospitals, and we believe that it will 
probably be of greatest importance in the collaborative exercise of early 
assessment which we describe elsewhere. * 

37 Since the skills of the doctors who at present staff the mental deficiency 
hospitals, and those of the specialists whom we have identified above as 
having particularly important contributions to make, are relevant not only 
to mental deficiency practice, we favour a system of joint appointments 
F °r the two mam specialties of psychiatry and paediatrics, these joint 
appointments should include a substantial number of sessions in the mental 
deficiency service, so that the latter is not seen as a minor commitment which 
might consequently be neglected. For those now employed full-time in 
mental deficiency practice, a rearrangement of their duties to allow for 

desirable C ° mmitmentS in adult or child Psychiatry or in paediatrics is 



38 In the mental deficiency services in Scotland the consultant : hospital 
in-patient ratio varies from 1 : 177 to 1 : 570. We have no hesitation in stating 
that a consultant establishment based on a figure near to the higher of these 
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ratios is probably required: but we are unwilling to recommend a specific 
establishment because insufficient data are available from operational 
research studies upon which to base a well reasoned opinion. Future medical 
establishments should be related not to the number of hospital beds but to 
the needs of a comprehensive medical service for the mentally defective and 
might be related to the total population of a service’s catchment area. 

39 Many who are at present patients in mental deficiency hospitals, do not 
require specialized medical care of any kind. It is owing to a lack of facilities 
for their care in the community, that they are to be found in hospital as 
‘patients’. They may not need any more help from doctors than the average 
member of the community who is living at home and is at work. These 
‘patients’ require from time to time the service of a general practitioner on 
account of intercurrent illness, and to review the general state of their health 
and development. The general practitioner, employed on a part-time basis 
in a mental deficiency hospital, has therefore a very real part to play in the 
medical staffing structure; and many specialists employed in these hospitals 
have paid tribute to the excellent work done there by general practitioners. 
The number of general practitioner sessions which is appropriate, depends of 
course upon local circumstances in the hospital and the availability of general 
practitioners from the community. 

40 Training programmes both for psychiatrists and for paediatricians 
should be reviewed. We are firmly convinced that all psychiatrists, whether 
they intend to work with adults or with children, should have some knowledge 
of mental deficiency; and we recommend therefore that all those in training 
should spend a period of at least three months full-time (or the equivalent, 
part-time) in a mental deficiency service. This experience must be well- 
planned and supervised, so that its educational value is assured. A similar 
requirement would seem to be equally appropriate for the paediatrician in 
training. These are minimum, and not necessarily optimum, periods of 
clinical experience, and provision should therefore be made so that those who 
are interested to do so can easily extend them. Experience in paediatrics 
should become part of the training programme of the psychiatrist who is to 
care for children, whether in a child psychiatric or mental deficiency service. 

41 It has not yet been agreed what is the best method of administering 
a hospital or service for the mentally defective. Such a hospital normally 
provides medical, nursing, educational and social services ; and it is arguable 
which of these should be considered of paramount importance. We have 
found no present grounds for recommending a change from the well 
established tri-partite administration of Physician Superintendent, Secretary 
and Chief Nursing Officer. One individual must be responsible to the 
Hospital’s Board of Management for the provision and development of the 
medical services and for the quality of medical care: and where the total 
consultant staff of a hospital consists usually only of two or three individuals 
(as it does in the mental deficiency services in Scotland), placing this 
responsibility upon the Chairman of the Medical Staff Committee seems to 
have no advantage over the appointment of one of the consultants as 
Physician Superintendent. The Physician Superintendent has traditionally 
been selected from amongst his colleagues on account of his own interests, 
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his experience and his aptitudes; and this seems a more satisfactory way of 
appointment than election by the vote of one, two or three colleagues. The 
Physician Superintendent should, we consider, remain responsible for 
co-ordmatmg the various services which his hospital provides. We realise 
that others hold different views and that changing circumstances may 
invalidate the opinions advanced here. We do not wish to suggest that mental 
deficiency hospitals should necessarily have an administration which differs 
radically from that of other hospitals, but we trust that any future re- 
arrangement will be such as to permit of flexibility and experiment. 



Nurses 

42 The following categories of nursing staff 1 are currently employed in 
mental deficiency hospitals in Scotland Nurses on the Mental, Mental 
Deficiency, Sick Childrens and General parts of the Register; Student 
iviu-ijts; State Enrolled Nurses; Pupil Nurses; Nursing Assistants; Nursery 
Nurses and Nursery Governesses. 

43 They care for a very heterogeneous population, which ranges from those 
who are grossly handicapped both mentally and physically to those who are 
physically normal and intellectually not far from normal, though 
temperamentally unstable; and the population extends in its age distribution 
over the whole normal life-span. Furthermore, some of this population do 
not merit the appellation patient’, since their deficiencies are ameliorated, 
wholly or at least to a far greater extent, by educational or social than by 
medical measures. 

44 A detailed review of the functions of the nursing staff in our mental 
deficiency hospitals has convinced us that a radical reappraisal of mental 
deficiency nursing is required. We do not accept the traditional assumption 
that every patient 5 in a mental deficiency hospital requires to be nursed. 
The nurse s role in these hospitals can be defined in ter ms both of what she 
should and of what she should not do ; and we now consider the negative 
and positive aspects of her role in turn. 

45 Some who work in mental deficiency services believe that the functions 
of the nurses in these hospitals should be extended beyond the usual scope 
of nursing duties, in two directions- — towards education and training on 
the one hand, and on the other towards a greater degree of participation and 
even leadership in activities which are usually considered to be the province 
of medical auxiliaries (e.g. occupational therapy, physiotherapy, speech 
therapy). We give our reasons below why we believe that neither of these 
extensions of the mental deficiency nurse’s functions is desirable. What 
is required instead is a better definition and appreciation of the techniques 
of nursing which are required for the comprehensive nursing care of mentally 
defective patients: and a concentration in the deployment of nursing skills 
so that those patients who require nursing get the amount and quality of 
attention which they need, and those who are better cared for in other ways, 

1 For convenience in writing, we refer to them always as female: this is of course far from 
according with fact. 
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or can be as well cared for in other ways, are no longer looked after by nurses. 
At the same time we wish to state most clearly and to emphasize that the 
demands made upon the nursing services by these hospitals will continue to 
be both heavy and various, requiring professional skills of a high order. 

46 It has often been proposed that the mental deficiency nurse should have 
an additional role as a teacher, and that her pre-registration training should 
be re-directed towards such a dual function. A memorandum on The 
Functions, Scope and Training of Nurses in England and Wales for the 
Mentally Subnormal’ issued by The Royal College of Nursing in 1967 and 
expressing the views of its Psychiatric Committee, took this point of view; 
recommending that ‘nursing staff should play a more positive role in the 
education of patients’ and that ‘selected registered nurses should be seconded 
by hospital authorities to take the recognised training course for teachers of 
the mentally handicapped’. In England there are now two experimental 
schemes combining nurse and teacher training in a four year course, after 
the successful completion of which the student qualifies both as a registered 
nurse and as a teacher of the mentally handicapped. In Scotland some 
registered nurses are employed in hospital schools, having been seconded 
to enable them to complete at Jordanhill College of Education the require- 
ments of the one-year course for instructors : and in some hospitals previous 
training as a nurse is preferred in those who are recruited as School 
Supervisors. 

47 While we appreciate that a certain number of registered nurses may 
wish to train further as instructors or teachers and on account of their 
previous nursing experience may become excellent teachers of the mentally 
defective, we do not consider that it is either desirable or possible to train a 
substantial body of recruits to nursing in the dual role of nurse and teacher. 
Nursing and teaching are distinct professions, with different educational 
requirements for entry, different educational curricula and distinct skills. 
What is necessary is not that some new professional hybrid should be 
produced, but that both nurses and teachers should be recruited in sufficient 
numbers to carry out their different tasks in these hospitals ; and that the 
two professional groups should work together co-operatively and 
harmoniously, with mutual understanding of their complementary con- 
tributions. 

48 The nurse, based upon the wards to which the patients return from 
school or other activities, may have a role and responsibility similar to 
a parent s in continuing in this setting a child’s education: but this is not 
done in a formal way, nor is it in any sense a specialized activity for which 
the nurse must be trained. Nor need the nurse be trained in education, 
as it has sometimes been suggested, because she must carry on the child’s 
education during the long holidays when the school staff are not available. 
If it can be shown to be detrimental for defective children to have the 
conventional breaks in their schooling, arrangements should be made to 
‘stagger’ the holidays of their teachers. 

49 Nurses are commonly employed in hospital schools: but in schools 
properly staffed with teachers and trainers few nurses will be required. 
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Just as parents leave their children all day in the care of special school 
or occupation centre staff in the community, it is appropriate that children 
living in hospital should be dealt with similarly. If the only function of 
a nurse m a hospital school is to attend to the toilet and other elementary 
physical needs of the patients, she should be replaced (if replacement is 
necessary) by a member of the ancillary staff. 



50 Similar considerations apply to the extension of the nurse’s role into 
fields such as occupational and industrial therapy, physiotherapy and speech 
t erap y . It is highly important that a therapeutic team spirit should prevail 
m a hospital, that the nurse should assist in these activities and that she 
should cany them into the wards: but she has not been trained to specialize 
m these cognate fields, and it is not proper therefore that she could seek to 
be responsible for supervising and developing these activities. To say this 
is by no means to indicate that the nurse is to play only the part of a 
caretaker 01 , custodian. She has her own special and central contribution 
to make, in which no one can replace her. 

51 . It is inherently unlikely that a nurse trained in a discipline of nursing 
which stresses predominantly the mental aspects of patient care will be found 
to be equally competent to deal with the very complex physical illnesses 
and severe physical handicaps which some mentally defective patients 
manifest, and in fact our own experience and the evidence which we have 
heard from others confirms this. We do not think that the present curriculum 
of training oi the mental deficiency nurse equips her to fulfil with optimum 
efficiency all the nursing tasks which commonly she is called upon to under- 
take. We have been compelled therefore to question the current concept of 
the mental deficiency nurse ; and in doing so we have been unable to identify 
any techniques of nursing which are peculiar to this field of work. So-called 
sensory training (which we discuss elsewhere) is not an exception to this 
statement : it may be as appropriately considered a form of training as of 
nursing, and while nurses may contribute very usefully to sensory training 
they are not essential to its carrying out. All the evidence seems to support 
the conclusion that the techniques of nursing which are deployed in mental 
deficiency hospitals are those already established or developing in the 
fields of mental and physical nursing. 

52 We believe therefore that a much less rigid and narrow approach 
should be made to the problem of recruiting and training nursing staff 
for work in our mental deficiency hospitals/ The type of nursing care 
required by mentally deficient patients varies greatly. At one extreme of 
need there is the small child who is both severely mentally defective and 
gravely crippled physically, incontinent and confined to a cot, who requires 
predominantly skilled physical nursing: at the other extreme there is the 
physically robust adolescent or youth whose severe temperamental 
instability and very disordered (often also delinquent) behaviour demand 
mental nursing with the emphasis on a psychotherapeutic approach. The 
infant’s needs are different from the adult’s, and the adult’s from those of 
the geriatric patient. 
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53 We welcome wholeheartedly therefore the General Nursing Council for 
Scotland’s proposal to introduce a comprehensive educational curriculum 
for all student nurses, which would provide a good grounding in both 
physical and mental nursing, and in the care of both children and adults. 
Such a comprehensive pre-registration training would be a most appropriate 
preparation for the nurse who after registration was to be employed in a 
mental deficiency hospital. The Standing Medical Advisory Committee 
have been made aware that the views expressed in this paragraph are not 
acceptable to paediatricians. 

54 It is not however necessary to wait until a new curriculum of training 
for all student nurses has been introduced. The present staffing situation 
could, we believe, be improved by encouraging forthwith a more flexible 
response to the requirements of patient care in the field of mental deficiency, 
by employing freely nurses trained for other parts of the Register than the 
Mental Deficiency part. We recommend therefore that nurses from the 
Mental, General and Sick Children parts of the Register should be employed 
in mental deficiency hospitals, and that there should be no impediment or 
discouragement of any kind to their recruitment into this field of nursing. 

55 Those who work with mentally defective individuals must have a 
sensitive understanding of and a lively sympathy with the difficulties of 
those who are mentally ill or defective; and must have some scientific 
knowledge and understanding of the types of abnormal reaction which these 
patients show, and of how these reactions are recognized, precipitated or 
avoided, treated and supported. The nurse trained for the Mental part of 
the Register has acquired this knowledge and the relevant nursing skills. 
The mental nurse can therefore, in our opinion, function competently in a 
mental deficiency hospital without further training. In fact the present 
curricula of training for the Mental and Mental Deficiency parts of the 
Register are very similar, and we see no reason why this correspondence of 
the two trainings should not now be fully recognized by fusing them under 
the title ‘psychiatric nursing’. Nor do we think that any distinction needs 
to be made between mental and mental deficiency nursing in the development 
of post-registration programmes of further training. 

56 Many mentally defective children in mental deficiency hospitals have 
associated physical (often multiple) handicaps, some have associated physical 
illnesses — -including often epilepsy, some are physically helpless and are 
wholly dependent on nursing care. Many of these children for their specific 
disabilities, neurological, orthopaedic or other, demand highly skilled 
attention. All need basic care and help with feeding, bathing, toileting, 
dressing and habit training. All require physical nursing. This should be 
carried out in family sized groups, and mothering is essential. The principal 
emphasis should be on the care of the child as such, rather than on the 
implications of his intellectual deficit; and for all these functions the skills 
of the Sick Childrens Nurse are, we consider, relevant. 

57 Many defectives become intermittently physically ill, some of the adults 
amongst them are physically grossly crippled, and a very significantly 
increasing number of the populations of mental deficiency hospitals are now 
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living so long that they are becoming geriatric patients and suffering from 
the physical degenerative diseases of old age. For all these groups the skUk 
of a nurse trained for the General Registe? are relevant 

I 8 d NU T S a h ° tra ' n at F resent for tbe Sick Childrens and General parts of 
the Register do not as students get enough theoretical and practical instruction 

in psychiatric nursing to enable them to function adequately in a mentS 
dehciency hospital without further experience: but it is widely recognSed 

I ™ / T- ?u P,dIy ‘° d0 S0 - . For these we advocate therefore 

a period of six months in-service training. 



59 Mental nurses as soon as they enter the field of mental deficiency 
nursing, and general and sick children’s nurses after a period of six months’ 
in-service training post-registration, should be paid on the same salary scale 
as mental deficiency nurses and receive the ‘psychiatric lead’. They will 
do the same work as mental deficiency nurses, and we know no evidence to 
sugfst that they will perform this work less efficiently. Indeed, we think it 
likely that the introduction to mental deficiency nursing of nurses who have 
gamed skills in other fields of nursing will raise the standard of patient care. 
\\ e draw attention to this matter of salary scales because of the financial 
disincentives which at present operate in mental deficiency hospitals against 
the t e f pl + oym f nt of nurses who are deemed to be ‘without the appropriate 
qualifications —that is, who are not on the Mental Deficiency part of the 
Registei , These disincentives are detailed in Appendix IV. 



60 f fect ,° f th ? above proposals upon the recruitment of trained nursing 
staff to these hospitals is of course uncertain. Recruitment from nurses 
registering m mental deficiency nursing in Scotland has throughout the past 
decade been quite inadequate: for example, the numbers registered after 
training in Scotland have in the past five years been, annually, 41, 27, 61 
49, 44. The exposure of all student nurses to the interest and challenge of 
mental deficiency nursing may lead to the arousal in more students of a 
feeling of suitability for and commitment to this work. The removal of 
financial disincentives to recruitment should be helpful. The fact that a 
trained nurse cannot at present be employed at a mental deficiency hospital, 
which may be the hospital nearest to her home, without suffering penalties 
m pay and promotion prospects if she is on the ‘wrong’ part of the Register, 
is clearly anomalous. Also, trained nurses may be prepared to work for 
some time in mental deficiency hospitals, if they do not feel that by doing so 
they commit themselves permanently to this field of work. 

61 The Enrolled Nurse has a highly important part to play in mental 
deficiency hospitals : she is an essential member of the team. Enrolled nurses 
should be very actively encouraged to work in mental deficiency hospitals 
and facilities for their training in these hospitals should be fostered and 
expanded. Enrolled nurses trained in another discipline should, on entering 
the mental deficiency service, receive an introductory classroom course of 
one week followed by three months’ closely supervised practical experience 
in the nursing of mental defectives. 
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62 Some enrolled nurses become capable of a considerable amount of 
personal responsibility for patient care, and we believe that this should 
be fully acknowledged. We recommend therefore that the category of 
Senior Enrolled Nurse should be recognised in mental deficiency hospitals. 
Such a Senior Enrolled Nurse would be capable of undertaking the duties of 
staff nurse in many mental deficiency hospital wards : but we would exclude 
from these, units devoted to intensive patient care and the treatment of 
those who are acutely physically ill. 

63 The grade of Nursing Assistant (Nursing Auxiliary, in other types of 
hospital) may facilitate usefully movement between categories of staff, but 
though it is much relied upon in mental deficiency hospitals it has in several 
ways proved unsatisfactory and in our opinion it should be reviewed. For 
all nursing assistants there should be compulsory in-service training in their 
functions, which are essentially supporting activities which closely affect the 
patients. Nursing assistants in mental deficiency hospitals can usefully 
assist also in recreation, sport and play with patients. As many as possible 
should be encouraged to train for the Roll, and there should be no financial 
penalty on nursing assistants seconded for this training. 

64 Nursery Nurses, entering at the age of 16, receive a qualification after 
two years full-time training. They can play a useful role in caring for 
patients under the age of 5 years, in children’s wards and nursery schools. 

65 We wish finally to emphasize the stimulus to higher standards which 
is provided by seconding all categories of nursing staff for refresher courses 
and for periods of experience in other hospitals and services. 



Psychologists 

66 Some of fne chief functions of a psychologist in a mental deficiency 
service may be summarised as follows: the measurement of intelligence by 
the use of standardised tests; the objective assessment of personality and 
behaviour; the design and development of new techniques of training 
(e.g. sensory training) and education (e.g. the use of programmed instruction 
and teaching machines); the application of learning theories in the control 
of symptoms by behaviour therapy; the refinement of programmes of 
rehabilitation by the planned use of incentives ; the design of experiments in 
relation to methods of psychiatric treatment and the evaluation of their 
results^ and, last but of course not least, the prosecution of psychological 
researches of many kinds in this vast and potentially most rewarding field. 

67 The psychologist’s duties extend therefore far beyond the routine 
assessment of intelligence quotients. Not only in many cases must the 
patient s cognitive functions be measured accurately and repeatedly, even 
more importantly the whole range of his psychological assets and liabilities 
must be ascertained and his progress under training scrupulously recorded. 
Projective techniques and psyehophysiological measures may both be 
relevant to this assessment: and there is certainly a need for much more 
enquiry mto possible ways of measuring personality variables of such 
importance as aggression and impulsivity. As rehabilitation proceeds 
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towards discharge from hospital to the community, the psychologist has a 
further important role to play in counselling and assisting the defective 
individual to choose an occupation suited to his or her abilities. Without 
further elaboration of the psychologist’s functions, it is obvious that the 
skills of psychologists must be readily and amply available in mental 
deficiency hospitals. We believe that both clinical and educational psycho- 
logists have most important contributions to make, and we state no 
preference m regard to the individual's background of training for this work. 



fif ^ r l° f £he 0pl ? 10n that the amount of work involved would justify 
ne establishment m the mental deficiency services of as many posts for 
psychologists as there are for medical consultants. 



69 . The present distribution of psychologists within the mental health 
services does not correspond with the needs which we have outlined above 
nor with the practical value of the contributions which psychologists have 
already clearly demonstrated they can make. There are probably a number 
of reasons for this: these may include the paying of too little attention to 
subnormality in the education of psychologists, the fact that the adult and 
child psychiatry services have been able to state their requirements more 
powerfully, and the discouragement of recruitment to the mental deficiency 
services by rumours (which may in some instances have been well founded) 
that psychologists there have tended to be mis-employed and to have become 
professionally isolated. 



70 Where a mental deficiency hospital has had difficulty in recruiting 
psychologists, we consider it advisable (in present circumstances) to build up 
a staff from an already existing department of psychology in an adult or 
child psychiatry service, by further appointments to this main department 
with secondment whole-time or for stated sessions to the mental deficiency 
service: and there is much anyway to be said in favour of having large local 
or regional departments of psychology within the Health Servicercomprisin* 
interests and skills in several clinical disciplines and providing a wide base 
and stimulating atmosphere for training and research. We wish also to 
recommend specifically to those concerned with training clinical psychologists 
foi the NHS, that more attention should be paid to the psychological aspects 
of mental defect. It is at present possible to complete training as a clinical 
psychologist without having had any practical experience in mental 
deficiency. 



71 Should the education authorities assume charge of the hospital schools, 
we would expect educational psychologists to join with teachers in serving 
the hospital population. 



Teachers and Trainers 

72 In Scotland in 1969 there were 1533 children in mental deficiency 
hospitals. In contrast with those in the community, these children are not 
normally separated into educable’ and Trainable’ groups and a considerable 
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proportion of them have been classified as ‘unsuitable for education or 
training in a special school’ (as ‘untrainable’, in short) before being admitted 
to hospital. 

73 Education authorities are not statutorily responsible for the education 
of mentally disordered children in hospital. All these children are however 
eligible to attend a Hospital ‘School’, which is conducted most often on 
Junior Occupation Centre fines. Its staff are. not usually registered teachers. 
Some have had experience as uncertificated teachers in primary schools, or 
in nursery schools: others hold a Certificate from Jordanhill College of 
Education in Glasgow, having satisfactorily completed a year’s course (only 
8 weeks of which are in the College) of training for instructors in Junior 
Occupation Centres. Rarely a member of the ‘School’s’ staff holds a 
Diploma in the Teaching of the Mentally Handicapped, having completed 
in England a two-year course for Junior Training (Occupation) Centre work. 

74 In the community, mentally defective children who are considered 
to be ‘educable’ (IQ approximately 50-70) attend Special Schools, and 
those more severely defective but deemed ‘trainable’ (IQ below 50) attend 
Junior Occupation Centres, both of which are administered and staffed by 
the local education authorities. The staff of Special Schools are registered 
teachers, most of whom have had an additional one-year course of training, 
at a College of Education, designed to enable the teacher to appreciate more 
fully the educational problems of handicapped pupils. Junior Occupation 
Centres in the community are staffed mainly by instructors who have 
completed the one-year training arranged by Jordanhill College of Education. 

75 The intellectual capacities and educational classification of the children 
in the mental deficiency hospitals in Scotland have not anywhere been 
recorded in detail. A survey in England in 1961 of 16-year-olds admitted 
to a subnormality hospital showed that approximately half were of a ‘special 
school’ level of intelligence. In Scotland also there is undoubtedly a 
considerable group of children who are admitted to hospital more for social 
reasons (e.g. a broken home) or on account of their temperamental instability, 
than because of the severity of their intellectual deficit. Most of these 
children are probably not only ‘trainable’, but ‘educable’. Other children, 
admitted to hospital because their mental deficiency is complicated by 
physical defects or physical or mental illness, come also into the categories 
of ‘trainable’ and ‘educable’. 

76 Placement in a Residential Special School would be a much more 
appropriate way of meeting the needs of many of these children, than 
admission to hospital as ‘patients’. In the Scottish Education Department’s 
Circular No. 300, (1955), the Secretary of State agreed that ‘educable’ 
mentally defective children should not be accommodated in ‘institutions for 
certified mental defectives’: but still today the provision in Scotland of 
Residential Special Schools falls far short of requirements; and the 
considerable difficulties evidently encountered in providing this type of 
accommodation in the community will mean that for at least several further 
years many ‘educable’ mentally defective children will continue to become 
hospital ‘patients’. 
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niS^ofme^n 6 H C ° mmunity ’ there is '“y aI “ to be 
a significant number of mentally defective children who, though ‘educable’ 

SSS;“ ‘ IK? of the severity of ihcir associated mental or 

78 We consider it an obligation which clearly rests upon the Health and 
Education authorities, to ensure that such ‘educable’ children receive the 
education which they require. Special School education could be made 
available either by sending them out daily from hospital to Special Schools 
in e community , or by providing in the hospitals education alone special 
school lines. But it is evident from the facts which we have noted 1 
in relation to the staffing of Hospital ‘Schools’, that as present constituted 
they are not m general able to undertake this responsibility. 

7 f. u In c ad + d i tl ° n + to enunciating the principle that a mentally handicapped 
child is entitled to the same educational opportunities whether he or she is in 
a hospital or in the community, we wish to state emphatically that in the case 
of men ally defective children there is no sharp boundary between the 

t and ed “ A child’s intelligence quotient is not a 

fixed point it is susceptible to environmental influences and it can be both 
considerably raised and considerably depressed by such influences. We have 
no doubt that many who are at present considered only to be ‘trainable’ are 
^educabfe in some degree: and we believe that more will be found to be 
educable as a greater range of appropriate educational methods is developed 
fur the assistance of those who are severely handicapped. We are in no 
doubt that the education of mentally handicapped children is both a 
emandmg and a difficult task, requiring not only certain temperamental 
qualities m the teacher but also professional skills of a high order. 

80 ‘Trainable’ children who live at home are cared for by the education 
authorities, and there do not appear to us to be any educational or medical 

reasons why the same provision should not be made for such children in 
hospital. 



KJ. We have come to the conclusion therefore that Hospital ‘Schools’ 
should no longer remain isolated from the main stream of education, but 
should m their staffing and educational equipment become the responsibilitv 
not of the NHS, as they are at present, but of the education authorities. 
The education authorities in Scotland have already the power, though not 
the duty, to undertake this function; and many already assist the hospital 
authorities in joint arrangements of various kinds. By this transfer of 
responsibility, more and better teaching would be ensured, we believe, for 
defective children in hospital. Properly qualified teachers would be provided 
m the hospitals . and the teachers themselves would be able to maintain much 
more easily close professional contacts with their colleagues, and to make 
use of new techniques developed in other educational fields. Furthermore, 
and very importantly, teachers in hospital would no longer lose the normal 
opportunities for promotion within their profession. 

82 Educational psychologists should join qualified teachers in the hospital 
schools. We hope that they would be stimulated jointly to explore the 

27 



Printed image digitised by the University of Southampton Library Digitisation Unit 



possibilities of using new methods of education, of extending education to 
those who have probably too pessimistically been considered to be not 
susceptible to it, and of continuing special education beyond the age of 
16 years. We hope too that the Departments of Education in the 
Universities, and the Colleges of Education, will undertake researches of an 
even more fundamental nature in this field. 

83 Training’ borders upon education. Training programmes are designed 
to promote interest and concentration, and the development of skills which 
will help the individual to become self-reliant and independent. In the case 
of the small child, training assists delayed processes of maturation; for the 
child of school age it may replace or complement the educational 
programme; while for the adult its most important function is to equip the 
individual for employment in the community. Those who conduct training 
programmes are normally trainers or occupational therapists. 

84 The term ‘sensory training’ has been much used in connection with 
training programmes for mentally defective children : but neither its meaning 
nor the techniques it refers to, have been clearly defined. We consider this 
to be an area of hospital practice which could profitably be the subject of 
much more research, particularly in its psychological aspects. 

85 Instead of the usual designation of ‘sensory training unit’, we would 
propose the term ‘preliminary training unit’, in order to emphasise that a 
range of activities should be pursued. ‘Preliminary training’ should include 
deliberate training in sensory, motor and manipulative behaviour, in social 
activities, in learning to recognize and read common key words and phrases, 
and in simple musical responses and acting. Such very simple training is 
also required for some low-grade adult patients. A purpose-built unit is not 
necessary: the wards and day-rooms are often most convenient both for the 
patients and for the staff employed, who are mainly nurses and sometimes 
occupational therapists. This is an important extension of such elementary 
care as washing, dressing, feeding and toileting; and much more should be 

done to define the types of activity here required from the nurse and to train 
her for them. 

86 ^ The majority of mentally defective children in hospital are estimated to 
be trainable’ rather than ‘educable’; and for them a Junior Occupation 
Centre type training in a hospital school is satisfactory. Under the rubric 
of training may be included also the introduction of the defective child to the 
business of everyday life in the home, shops, post-office, bank, and elsewhere, 
and to leisure activities. Parents and relatives, nurses and voluntary workers 
all have a part to play in this. 

87 Fc * the adult mental defective in hospital there must be a comprehensive 
and well-organized training for work. This may take place in an industrial 
or occupational therapy unit, or in other departments or areas of the hospital. 
Depending upon the type of work performed, and according to local 
preferences, it is organized by a staff which comprises trainers, nurses and 
occupational therapists. Some occupational therapists have taken the 

ordanhill Certificate for the stall of Senior Occupation Centres, the better 
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to equip themselves for their role with this type of patient There has been 

ra “T a r from to sZ form 

factory t>pe work. In some hospitals industrial managers have been 
appointed to run the work centres. These are men usually with a background 
ot commercial experience, who because of the dictates of health or SS 
inclination prefer this less competitive type of life to the longer hourstf work 
and greater financial rewards of the business world. 

88 The activities to be pursued in such ‘work centres’ for adult defectives 
me ude woodwork, assembly and dismantling of machinery packing and 
sorting, building trades work, clothing and fabric crafts, domestic and 
catering services, and horticulture. Staff expert in these fields are required 

IS? 86 t W n rk H ** iS t0 be fu!ly P r0fitabl8 > * “»* * «53& 

seiected foi each individual patient and adjusted to his or her interests needs 

“ d The trainel ;° r thera P ist ’ the and^he^psy^hologist 

should all take part in this selection, in formulating the objectives of the 
training programme and in following its progress. 

w ^ lle trami ng . programmes have been developed in all mental deficiency 
ho^ffals, their full potential has often not been realised on account of 
staffing difficulties— either because of shortage of staff, or deficiences in the 
training of staff, or both of these. At present trainers come from varied 
oac grounds m nursing, crafts and trades. Nurses working as instructors 
m a work centre retain the salary scale and conditions of service of mental 
deficiency nurses, which compare favourably with the salary scales laid down 
for non-nursmg staff doing the same job. 



9° We do not know the number of trainers employed in mental deficiency 
hospitals in Scotland; many are assistant nurses. There are certainly too 
few. We consider that a ratio of about one trainer to every 30 hospital 
patients might be adopted as a guide to further recruitment. There is a need 
also to tram the trainers to meet the special needs of mentally deficient 
individuals; and we understand that the Scottish Education Department is 
considering a suitable curriculum and how and where such a curriculum 
could be made available for this important category of staff. 

91 A trainer does not need to be educated as a nurse; and nurses have not 
been educated to be trainers, in the sense that we have discussed above the 
function of training in a mental deficiency hospital. We deprecate therefore 
the employment of nursing staff on these duties. 

92 The maintenance staff of hospitals — gardeners, cooks, laundresses 
electricians, plumbers, painters, storemen and others — may also have patients 
allocated to them as assistants. These patients are then trained by the staff 
member for a particular job. Care is taken to prevent any exploitation of 
patients as unpaid domestic or maintenance labour and on the whole the 
system works satisfactorily. However, increased mechanisation of the 
traditional chores of kitchen, laundry and garden has reduced greatly the 
scope of this time-honoured system of training; and it is therefore all the 
more necessary to ensure that as many patients as can benefit will be able 
to work under trained instructors at a variety of occupations specially 
provided for them. 
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Occupational Therapists 

93 Students of Occupational Therapy may be seconded for part of their 
clinical training to a mental deficiency hospital: but few after completing 
their training continue to work in these hospitals. 

94 Some specialists in mental deficiency consider that in hospital there is no 
place for occupational therapy, between the assistance which can be given to 
patients by nursing staff on the one hand and by artisan trainers on the other; 
and some hospitals certainly seem to function effectively without occupational 
therapists. 

95 We believe however that in most mental deficiency hospitals occupational 
therapists have an important contribution to make to care and rehabilitation, 
and that this contribution is of such a skilled nature that it cannot wholly 
be undertaken either by nursing staff or by artisans who have not had the 
appropriate training. We identify some of the most important functions of 
an occupational therapist, as follows : training patients in manual skills and 
habits of work; training in home crafts (cooking, sewing, dressmaking, etc.); 
the assessment of working ability; the evoking of individual responses to 
music, painting and other creative activities, so that latent talents are 
stimulated and new interests and hobbies developed; and the adaptation of 
clothing, feeding utensils and other aspects of daily living to assist the 
functional independence of those with physical disabilities. 

96 For occupational therapy to be fully successful, there must be the 
closest co-operation between this department and the nursing, teacher and 
training staffs. In particular, if nurses attend the occupational therapy 
department, training given in the department can much more satisfactorily 
be continued on the wards. 

97 Recruitment of occupational therapists to work in mental deficiency 
hospitals should be fostered by offering joint appointments in adult or child 
psychiatry and in mental deficiency. 

98 The Scottish Association of Occupational Therapists, in a memorandum 
submitted to us, stated that untrained workers can be most valuable members 
of occupational therapy staffs. By undertaking the less skilled diversion al 
activities, they can enable the qualified therapist to devote more time to 
individual patients or groups requiring special handling. Unskilled people 
should of course always work under skilled direction: with this proviso, 
we support the viewpoint of the Scottish Association of Occupational 
Therapists. 



Recreational Therapists 

99 This title, which has become widely used in England, is perhaps rather 
pretentious, but it serves as a reminder that recreation is at least as important, 
and in many cases, more important for the mentally defective person who is 
in hospital as tor the mentally defective or normal individual in the 
community. There should be many kinds of recreational facilities in a 
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mental deficiency hospital, and these should be well organized. The person 
in charge, should have had a strong personal and active interest in games or 
some other aspect of recreation, and must have enthusiasm and powers of 
leadership. We do not think that any special training is required for this 
post, and we would not wish to restrict recruitment to it in any way. 



Physiotherapists 

100 Physiotheiapists are essential members of staff, to assist in the proper 
medical treatment of physically disabled children and adults. Neurological, 
orthopaedic and othei physical disabilities are very common in the mentally 
defective part of the population; and the availability of physiotherapy or the 
lack of it, may determine whether or not a child becomes bedridden, or in 
the less severe cases (for example, of spasticity) whether or not the patient 
becomes fit for discharge from hospital care. 

101 We estimate that in a mental deficiency hospital of 500 beds there 
would be work for three physiotherapists employed full-time: but sufficiently 
detailed information is not available about hospital populations, and we 
recommend that clinical surveys be undertaken to define the need for 
physiotherapy more accurately. At present there is certainly a gross 
disproportion between the need and the help given. Nurses do much to 
assist these often gieatly disabled patients, and they could do far more under 
skilled direction, but they cannot be expected to take the place of trained 
physiotherapists. 

102 In face of a national shortage of physiotherapists, we see no prospect 
of much improvement in this aspect of staffing, until Departments of 
Physiotherapy which are at present based in general hospitals, are 
reorientated so that they serve the needs not primarily of patients referred 
from the general hospitals but of those patients who are most disabled and 
are most likely to respond to skilled treatment— in whatever type of hospital 
these patients may be found. 

103 Remedial Gymnasts can aid physical rehabilitation most valuably. 
They cannot (in a mental deficiency hospital) entirely take the place of 
physiotherapists. 



Speech Therapists 

104 According to Penrose and other authorities, speech defects occur in 
about half of all feeble-minded children and in all of those who are more 
defective. Since speech is the main mode of human communication, it is 
obvious that a speech defect is usually a most handicapping type of disability 
and that it may have a considerable bearing upon whether or not the 
defective individual is rehabilitated to live in the community. Fortunately, 
there is evidence that in many instances special treatment is effective, 
particularly in the higher-grade cases. 
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105 Very few speech therapists in Scotland are working with mentally 
defective children: many more should be and our remarks about the 
availability of physiotherapists are equally applicable here. But the problem 
is not simply one of unavailability of skilled staff: there are also fewer calls 
from the mental deficiency hospitals for these services than there should be. 
Not all of those working in the field of mental deficiency are aware of the 
usefulness and relevance of speech therapy, and ways should be found of 
enlightening mental deficiency hospital staffs in this respect. 



Laboratory and Diagnostic Services 

106 The proper care of patients in mental deficiency hospitals requires a 
full range of laboratory facilities to guide diagnosis and treatment. In 
particular, much use will be made of the findings of clinical chemistry, 
cyto-genetics, electroencephalography and neuro-pathology. 

107 Considerations of efficiency, staffing, the provision of expensive 
equipment and the development of automated methods, all indicate that these 
service needs should be met from central laboratories, which are situated 
usually in general and childrens hospitals : and we so recommend. 

108 . It is justifiable also to have some laboratory accommodation in mental 
deficiency hospitals, for the purposes of clinical research and to assist the 
development of new techniques of investigation or treatment. Such 
provision will vary according to local interests and the abilities of staff 
already in post, it will not need usually to be on an extensive or elaborate 
scale, and there should not be any reluctance to provide it. 

109 We do not wish to state a point of view with regard to the provision of 
x-ray, electroencephalographic and other major items of investigative 
equipment m mental deficiency hospitals; but we are firmly of the opinion 
that the staff for such services should be provided from already established 
central hospital departments, and that no attempt should be made to build 
up and to staff separate such departments in these hospitals. 



Social Workers 

110 Social workers can help greatly both mentally defective individuals 
and their families. The number of mentally defective patients who can be 
discharged irom hospital and continue to live successfully in the community 
depends to a considerable extent on the availability of trained social workers 
to investigate and adjust home circumstances, find alternative accommodation 
when home care is not possible, arrange training facilities and job placements, 
and provide m very many other ways social support and after-care. A 
certain number of mental defectives need also assistance by social case work 
It can therefore be readily appreciated that for 15 of our 22 hospitals to be 

° ial 1S a Sltu T f lon most Prejudicial to the proper care and 

rehabilitation of those mentally defective individuals who are their in- 
patients. 
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111 It has recently been reported that ‘studies of the population of mental 
deficiency hospitals suggest that as many as 50 per cent of patients come into 

conn* - Primarily ^ or soc * a \ reasons, and these figures suggest that about 
5000 patients in Scotland might move from hospital to community care’. 1 

hether or not this is an accurate estimate, it is clearly not practicable in the 
near future to arrange such a large transfer of the mental deficiency 
population of hospitals to the community. Neither are the social workers 
anywhere near to the number of those that would be required, nor are the 
community facilities (hostels, day care centres, senior training centres) 
nearly approaching adequacy. But we wish to recommend firmly that, in the 
future staffing arrangements for these hospitals, every effort should be made 
todevdqp and facilitate community care for all patients who are, or can be 
rehabilitated to become, fit for discharge from hospital. 

112 The local responsibility for the community care of the mentally 
defective now rests with the Departments of Social Work which have been set 
up under the Social Work (Scotland) Act, 1968. Their development should 
provide a strong impetus towards a better and more comprehensive service, 
and in the longer term should be of great assistance to the mentally defective 
members of society. Paradoxically, however, unless steps are taken soon to 
correct this, their inauguration may cause an early deterioration in the present 
meagre social work services which are available to the hospitals from the few 
social workers who are in post. These new Departments, offering more 
attractive working conditions, more collaboration with colleagues, a better 
career structure and better pay, are likely to attract social workers awav 

. ? m , ei r hospital posts and to recruit others who might previously have 
joined hospital staffs. 

113 In these circumstances, it will clearly not be sufficient just to foster a 

better liaison between hospital and local authority social work departments 

though there is a good deal of evidence to show that liaison has often been 
inadequate and could be improved. It will be essential, we consider, to 
make new staffing arrangements. 



114 We recommend therefore that one or other of two new policies should 
be adopted. Either, by arrangement with the NHS, the local authority 
Departments of Social Work should become responsible for the social care 
of all mentally defective individuals, in or outside hospital; or social workers 
should be offered appointments jointly to a local authority social work 
department and to a mental deficiency hospital service. 

115 There is a further matter, a consequence of the impoverished staffing 
of the hospitals, to which we wish to draw attention. That there have been 
so few social workers in mental deficiency hospitals and that some of these 
have been untrained, has made it impossible for the great majority of social 
workers to get any part of their training in these hospitals. This will 
undoubtedly have affected recruitment to the hospitals and it has made it 
more difficult for the social work profession as a whole to appreciate fully 
the new developments and opening vistas of betterment in this field. 



1 Social Work in Scotland (1969): A Report by the Department of Social Administration, 
University ol Edinburgh. It should be noted that half the mental deficiency hospital 
population m Scotland is 3700, not 5000. 



33 



Printed image digitised by the University of Southampton Library Digitisation Unit 



116 We wish also to point out the importance of the contribution which 
social workers can make in clinics and units for the early assessment of 
handicap in the child, and at out-patient clinics for defective patients of 
all ages. 



Other Categories of Staff 

117 Full case records for each patient and a properly staffed records 
department are as essential for good clinical care as they are for clinical and 
operational research and for planning the development of a service. Mental 
deficiency hospitals can usefully be linked with mental hospitals in this regard. 

118 The services of a qualified pharmacist must be ensured. 

119 The advice of a dietician is essential in the devising and provision of 
special diets for patients suffering from such conditions as phenylketonuria. 

120 The services of opticians and chiropodists are required for every 
hospital, and should be provided on a sessional basis. 

121 The hairdressing of patients has often been done by nursing staff. It is 
desirable that they be relieved of these duties as far as possible : and 
particularly for higher-grade girl and women patients hairdressing by 
experts has much to contribute to their appearance and morale. We 
recommend therefore, that where this has not already been arranged, 
hospitals . should make contracts with outside firms or personnel for a 
hairdressing service within the hospital. Hairdressers may also take part in 
the training programme for patients. 



Domestic Staff 

j 22 It has been customary in mental deficiency as (to a lesser extent) in 
mental hospitals, for the domestic work to be undertaken partly by paid 
domestic staff and partly by patients working under the supervision of 
domestic or nursing staff. The types of domestic work in which patients 
have participated in the largest numbers have been those of the cleaning, 
laundry and catering departments. It has been a form of occupation for 
long-stay patients. And it is now a method of providing a great part of the 
hospital domestic services which must be regarded as unsatisfactory both 
from the point of view of giving an efficient domestic service and from the 
point of view of patient treatment and rehabilitation. 

123 The Committee consider that in future patients should be employed on 
domestic duties only when this is part of a properly organized programme of 
training, orientated towards the patients’ rehabilitation. There can be no 
objection to suitable patients occupying recognised posts on the domestic 
s art of a hospital where this is in the patients’ own interests and where it 
does not detract from the efficient operation of a modern hospital domestic 
service. In the case of hospital kitchens and laundries, the Committee 
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believe that the pi fine consideration should be the operation of a service 
comparable in efficiency to that of a general hospital; and patients can be 
employed if they are capable of making a satisfactory contribution to the 
department’s work. 

124 Nursing staff should on no account be employed on routine domestic 
work, which in mental deficiency as in other hospitals should be organized on 
a system of team or gang cleaning, wherein trained domestic workers with 
industrial equipment, operating from a central base, undertake the cleaning 
of the hospital on a progressive ward by ward basis. 

125 The Committee recommend therefore : 

(n) that mental deficiency hospitals should employ a domestic super- 
intendent and domestic staff in numbers adequate to maintain a satisfactory 
standard of service and to ensure that nursing staff are relieved of domestic 
duties; 

(b) that the standard of domestic hygiene in these hospitals should be set 
by the domestic superintendent; 

(e) that arrangements for the domestic services should include provision 
for the employment of some patients lor the purposes of constructive 
occupation and rehabilitation. 

126 Because of the present large-scale employment of patients on cleaning, 
it will not be possible to introduce a modern team cleaning service in any 
mental deficiency hospital in Scotland without a considerable increase in the 
number of paid domestic staff employed. The average number of domestic 
and ancillary staff employed in Scottish mental deficiency hospitals in 1969 
was 8.7 per 100 in-patients, compared with an average of 13.7 in mental 
hospitals and 17.2 in teaching mental hospitals. 



Voluntary Helpers 

127 Members of community groups have for long given notable and 
generous assistance to the patients and staff of the mental deficiency hospitals. 
To name only a few of these groups — apart from the various religious 
organizations, there has been support and help from Leagues of Hospital 
Friends, local associations for Mental Health, the Womens Royal Voluntary 
Service, Employment Youth and Toe H. 

128 Greatly appreciated though this help has been, it has in many instances 
not been sufficiently co-ordinated by the hospitals, nor has it been developed 
as fully or as imaginatively as it might have been. 

129 We therefore warmly endorse the lead recently given by the Secretary 
of State, who in SHM 15/1970 has issued guidance to Regional Hospital 
Boards and Boards of Management about how to make better use of the 
contribution of voluntary bodies, particularly in relation to the mentally 
defective and other long-stay patients. The value of frequent and regular 
visits to patients, and of social and recreational activities, is commended. 
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There is a welcome reference also to the valuable stimulus which young 
people can bring. Hospital officers are advised to plan and to co-ordinate 
these voluntary services, from which patients can gain so much in personal 
contacts and in leisure hours made richer, and through which the hospitals 
as organizations can elicit more fully the understanding and sympathy of 
their local communities. 
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SECTION 7 



Hostel Jleeommodatioii and Staff 



130 The primary and chief need of many mentally defective patients, who 
are presently in hospital, is appropriate education and training from an 
early age. For the purpose of receiving this education and training hostel 
accommodation in the community would be perfectly suitable. The 
responsibility for providing this hostel accommodation lies with the Local 
Authorities, but they have been slow to meet it and the hospitals meantime 
will have to continue to provide accommodation for mentally defective 
persons who should properly be in hostels. 

131 The hospitals, tor their part, have been perhaps rather slow to recognize 
that once these defective persons have been admitted to hospital they do not 
therefore begin to need accommodation staffed and conducted on the usual 
ward pattern and in particular that they do not need nursing. Some 
already go daily from the hospitals to work in the co mm unity. 

132 Vve know that certain hospitals already have hostel accommodation 
within their curtilages. All should now consider the feasibility of such a 
development. We do not have in mind new buildings, but the modification 
of older structures, to allow the formation of hostels or home units for 
groups of up to about 20 patients. Elaborate provision is not necessary. 
This is a temporary measure, until hostels have been opened in the 
community. 

133 Such a hospital hostel does not need to be staffed by nurses. It should 
be run as a home unit, with a warden or married couple in charge. In the 
case of a children s hostel, a residential housemother would be the appropriate 
appointment. 

134 We recommend that consideration should now be given to drawing up 
a job specification for the post of housemother or warden, defining what 
previous experience or training may be advisable. 
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SECTION 8 



ixtra-tnural duties of fnospitai staff 



135 We consider that it is of the greatest importance that the staff of a 
mental deficiency hospital should, wherever it is appropriate, have duties 
also outside the hospital. The hospital, in its organization, should of 
course have bridges to the community — e.g. facilities for day care, hostel 
accommodation, out-patient clinics and arrangements for home visiting. 
Staff should be appointed to a service, rather than to a hospital, so that they 
can be employed in any area of the service or in more than one area at the 
same time or can move easily from one area to another by rotation. 

136 Most doctors in mental deficiency hospitals already have duties 
outside these hospitals, and to an increasing degree. The nursing staff are 
usually more limited. We recommend a deliberate change of policy in this 
respect. Apart from employing nurses in assessment units (which we 
describe below), we believe that hospital nurses may have an important role 
in two other settings — in out-patient clinics, and in patients’ homes. 
Employed in out-patient clinics, hospital nurses could help parents in many 
ways by advising them about the nursing and training at home of defective 
children, and particularly about feeding problems, habit training and the 
handling of behaviour disorders. 

137 The use of hospital nursing staff to assist in providing a domiciliary 
nursing service is more controversial. A hospital nurse who has known a 
defective patient intimately over a long time may be the best person to 
encourage that patient in his or her transition from hospital to home or 
hostel; and by her continuing support in the home over the more acute period 
of readjustment may diminish the chances of the patient seeking security 
again in the hospital. In fact, in many parts of the country, home-visiting by 
hospital nursing staff has proved successful. There is a risk here of course 
of competition between or duplication of services extending from a hospital 
and those already provided by health visitors, district (or domiciliary) nurses 
and professional social workers; and a risk of depleting unduly a hospital’s 
resources in favour of community care. But we believe that there is 
justification for further experiment along these lines. 

138 There is now a consensus of opinion that every slow-developing, 
disabled and handicapped child should be diagnosed and assessed 
comprehensively at an early age so that appropriate treatment and 
management can be arranged as quickly as possible; and that such an 
assessment should in every case precede such a major step as admission to 
a mental deficiency hospital. Yet children who have been diagnosed as 
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mentally defective are frequently admitted directly into mental deficiency 
hospitals without such an assessment having been made and without detailed 
consideration having been given to other possible forms of care. With the 
more widespread development ot Comprehensive Assessment Centres, both 
regionally and locally, more adequate provision is being made for the 
handicapped child, but it has not yet been sufficiently generally appreciated 
that in the child mental handicap very frequently accompanies physical 
handicap, and that the expert advice of the staffs of the mental deficiency 
services should very often be sought. We do not advocate the setting-up of 
separate assessment centres for mentally handicapped children. What is 
essential is that doctors and other specialists from the mental deficiency 
services should join in the staffing of Comprehensive Assessment Units, 
wherever they may be situated; and that the results of a prior comprehensive 
assessment in its medical, psychiatric, psychological, educational and social 
aspects should immediately be provided for the staff of the mental deficiency 
hospital, should hospital care be selected as the most suitable form of 
treatment or management. If the child and its mother can be accommodated 
for a few days, more detailed observation will be possible, and this may be a 
valuable extension of the facilities for assessment. In such a brief in-patient 
assessment, nurses from the mental deficiency services would have a most 
valuable part to play. 

139 Genetic counselling is an important element in any programme for the 
prevention of mental defect. It is a service to the public which must be 
provided locally. A doctor from the mental deficiency service, who has 
made the genetics ol mental defect a special study, can contribute much to 
this service. 
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SECTION 9 



Incentives to Recruitment 



140 The factors governing the recruitment of staff to the hospital service 
are many, and they are mostly not easily susceptible to manipulation. The 
most important attraction lies probably in a general belief that the job is 
worthwhile, that it is interesting, responsible and emotionally satisfying, 
and that it is well thought of by others. Medicine and nursing have always 
had the double attraction of the interest of the work itself and of its high 
social standing. But the mental deficiency hospitals have seemed to lie on 
the periphery of this professional world and their contribution to the welfare 
of society has not been valued so highly. To many observers indeed, and 
much more often than has been justified, they have seemed to be professional 
backwaters, committed to a dreary and discouraged regime of custodial care. 

141 If these hospitals are to become as attractive to men and women of 
ability as they should be, they must be seen to be part of the busy world 
of medicine, active in investigation and research, changing, developing, 
innovating in services, no longer on the defensive but confident and 
optimistic. In this the quality of leadership is of course all-important, in 
every category of staff; and it is essentail therefore that the traditional fields 
of recruitment to the mental deficiency services should be radically widened. 

142 There has been a good deal of evidence that in many mental deficiency 
hospitals the liaison between different categories of staff has been faulty. 
All hospital staff with managerial responsibilities must ensure that working 
relationships are constructive and harmonious, and not impaired by poor 
communications, confusion about roles, rivalries or jealousies. The 
establishment of an effective team-work approach is as important for the 
welfare of the patients as it is for the morale of the staff. 

143 It is equally important for the efficient and happy working of a mental 
deficiency hospital that it should have cordial relationships and close working 
arrangements with the staff of the community services. The less there is of 
the feeling of ‘we’ and ‘they’, and the more indistinct the hospital’s boundaries, 
the better. 

144 That the accommodation of a mental deficiency hospital, both for the 
patients and for the staff, should be of an acceptable modern standard surely 
needs no emphasis. For all categories of staff dining rooms, catering, 
rest-rooms and changing facilities should be comparable with those provided 
in, for example, a good restaurant. And if the hospital is somewhat isolated 
in its location, its staff may have to be assisted in their transport to and 
from work. 
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145 Attention should be paid also to measures designed to encourage 
married women to return to the hospital nursing service. The provision of 
creches tor the small children of married staff has been found to improve 
recruitment. The cost of operating creches is however relatively high, and, 
prior to arranging for such a provision, a careful estimate of the probable 
local demand for it should be made. 

146 Refresher courses should be provided for married women returning 
to the hospital service after some years’ absence; and consideration should 
be given to tne possibility of continuing their superannuation rights, when 
this is desired. 

147 In England and Wales and,’ to a more limited extent, in Scotland, 
young people leaving school are attracted to nursing in mental deficiency 
hospitals through nursing cadet or nursery governess schemes. The schemes 
are all similar . school leavers carry out certain duties within a hospital until 
the age of 17-^ years when they become eligible to commence training as 
student or pupil nurses. They do not undertake ward duties but assist in 
departments providing occupation for patients, particularly those dealing 
with children, and assist in hospital service departments such as linen rooms, 
pharmacy, kitchens and sterile supply services. It is generally a condition 
of employment that the young people continue with their formal education 
by day release to local authority educational establishments. The 
Committee was advised that it is particularly important that a senior member 
of the hospital staff should have overall responsibility for the employment 
and training of cadets, to ensure that the employment of these young people 
is carefully supervised and that their duties do not include the nursing of 
patients. 
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SECTION 10 



Consequent Administrative Changes 



148 We have not thought that it would be appropriate for us to indicate 
in much detail the administrative changes which may be necessary to 
implement our proposals. We comment therefore only in broad terms. We 
would emphasize especially the need for flexibility and experimentation, in 
seeking a more adequate and better balanced service for the mentally 
defective. Changes will have to proceed, in their nature and pace, in accord 
with local resources, opportunities and attitudes; and we recommend 
therefore that considerable freedom should be allowed to the Regions in 
evolving arrangements which suit their varying requirements. It would be 
helpful for each Regional Hospital Board to set up a Planning, Research 
and Development Committee for the Mental Deficiency Services, to 
formulate regional plans and to steer their implementation. This 
Committee should bring together representatives from the mental deficiency, 
psychiatric (child and adult) and paediatric services, from the education 
authorities and from the departments of social work, with such other 
members (representatives, for example, from the voluntary bodies) as may 
seem to be required. Its effective functioning will depend upon the provision, 
from research studies, of the operational data which are required for rational 
planning. 

149 Our recommendation that the education authorities should take over 
the Hospital Schools, becoming responsible for their staffing and their 
educational and training functions, is a major change of policy which will 
require for its implementation agreement between the Scottish Home and 
Health Department and the Scottish Education Department. 

150 Our recommendation that the social work services for the hospitals 
should wholly or in part (by joint appointments) become the responsibility of 
the local authority Departments of Social Work will require likewise both 
central and local agreement, involving as it does a change in policy for the 
NHS. 

151 If, as we recommend, various specialist services are to be used to a 
greater extent than at present in mental deficiency hospitals, policy decisions 
by the Scottish Home and Health Department and by the Regional Hospital 
Boards will be required to effect this. There does not seem to be at present 
any comprehensive policy governing the employment of specialists and 
medical auxiliaries in areas of practice which are outwith their primary 
territories — although demands for such services, which cross conventional 
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specialist boundaries and loci, are continually growing (e.g. demands from 
the general medical, geriatric, paediatric and neurological units of general 
hospitals, lor the services of psychiatrists and psychologists based elsewhere). 

152 In paiticular, if our recommendations are accepted concerning the 
greater contribution which should be made by psychiatrists and paediatricians 
the psychiatric (adult and child) and mental deficiency services, and the 
paediatric and mental deficiency services, will have to be brought into 
closer working relationships. We have suggested that joint appointments of 
staff are one way of effecting this. Closer administrative links may also be 
found to be essential. 

15.3 If our recommendations about the categories of staff required are 
found to be generally acceptable, the appropriate staffing ratios remain to 
be determined. Further detailed reviews of typical hospitals will have to 
be made, and a work-study approach might be incorporated. The Sub- 
Committee did not have the resources to undertake this. We wish to 
recommend therefore to the Secretary of State that a small investigating 
group should be appointed for this more limited purpose. 

154 Within each mental deficiency hospital, the physician superintendent 
is responsible for ensuring the effective co-ordination of the medical, nursing, 
educational, social and other services. There must also be some mechanism 
by which all these services are brought together to meet the particular needs 
of each patient. A Rehabilitation Committee, or more than one such 
committee, has been found an effective way of discharging this responsibility 
to the individual patient— a responsibility which, since it is shared by many 
groups within the hospital, can easily become lost amongst them. It is 
customary, but not essential, tor the responsible medical officer to chair this 
committee. In some hospitals, special Rehabilitation Officers have been 
appointed. Whatever arrangement is made, and whether it rests with an 
individual or a committee, the responsibility is to formulate for each 
individual patient (after a comprehensive assessment of his capacity has been 
made) a progressive programme of training, education and rehabilitation; 
to modify this programme according to progress reports and educational, 
psychological, medical and other reassessments; and to carry it thr ough 
until it is certain that the optimum result has been achieved. 

a 

155 The views which we have expressed about the staffing of these hospitals 
have important implications for the training of nurses and of certain 
categories of medical specialist. They should be communicated therefore 
to the General Nursing Council for Scotland, and the bodies concerned with 
post-graduate medical education in Scotland. 

156 In conclusion, we wish to express a note of caution and warning. 
We have in the body of this Report made various suggestions about how the 
medical, educational and social services can be reorientated to contribute 
more effectively to the care of those mentally defective individuals who 
are in hospital. We have suggested that for their better treatment (in the 
broadest sense) the talents of more specialists should be made available and 
applied in more sharply focused, more discriminating ways. We have had 
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in mind throughout that these hospitals need constantly the stimulus of 
contacts from without their perimeters and of new ideas, and that the 
problems of mental defect should be the target of far more research, from 
many angles. But the reorientation of services, or the transfer of 
responsibility from one service to another (e.g., from health to education), 
will not in itself guarantee much higher standards of care and rehabilitation. 
If higher standards are to be achieved, administrators in the health, 
educational and social services will all have to ensure that the mentally 
defective no longer come habitually last in the queue as regards the number 
and the quality of the staff allocated to their care : and those who work in 
these services will have to be motivated, not only by a humanitarian 
commitment to a greatly deprived section of the community, but by a real, 
critical and investigative interest in the potential of these people and by the 
conviction that more and better ways can always be found to assist them to 
lead fuller lives. 



44 



Printed image digitised by the University of Southampton Library Digitisation Unit 



SECTION 11 



Summary and Recommendations 



(1) Whatever redistribution of the balance between hospital and community 
services, is reached, the mental deficiency hospitals will for long continue to 
be important. Some of their more serious difficulties stem from the 
heterogeneity of their patient populations and the methods of care, the large 
size of their ward units, and their physical and professional isolation. 
Patient care should be organized on a system of small (family) groups! 
Detailed data about present patient populations and methods of care, upon 
which secure estimations of staffing requirements might be based, are 
lacking. There is a need for much more research. Salaries of staff should 
not be linked directly to the numbers of beds or in-patients for which the 
individual is responsible, {paragraphs 6-14) 



The Hospitals and their Populations 

(2) Reference is made to the findings of two recent surveys of hospital 
populations in Scotland, {paragraphs 18-22, and appendix I) 



The Present State of Staffing 

(3) Details of widespread shortages in various categories of staff, and the 
absence of others, are given, {paragraphs 23-30 , and appendix III) 

(4) It is concluded that mental deficiency should not be regarded as a 
specialist field clearly demarcated from the rest of medical practice ; and that 
the medical and nursing functions of these hospitals have not been 
adequately defined, {paragraph 31) 



The Staff Required 

(5) It is concluded that the two essential categories of medical specialist 
required are psychiatrists (adult and child) and paediatricians. The skills of 
many other specialists will also be called upon, {paragraphs 32-36) 

(6) We recommend joint appointments between mental deficiency and other 
specialties, {paragraph 37) 

(7) The present consultant: in-patient ratio is considered to be too low. 
{paragraph 38) 

.45 



Printed image digitised by the University of Southampton Library Digitisation Unit 



(8) The important role of the general practitioner in these hospitals is 
outlined. ( paragraph 39) 

(9) We recommend that experience in mental deficiency should be a 
required part of the training of all psychiatrists and paediatricians. 
( paragraph 40) 

(10) The physician superintendent should continue in his present role 
meantime, {paragraph 41) 

(11) Nurses in mental deficiency hospitals have to care for a very 
heterogeneous population, many of whom do not require nursing. We 
recommend that there should be a radical reappraisal of mental deficiency 
nursing. Nurses in these hospitals should not seek to become teachers or to 
act as medical auxiliaries, {paragraphs 42-50) 

(12) The type of nursing care required by mentally deficient patients varies 
greatly. Nurses on the Mental, Mental Deficiency, General and Sick 
Childrens parts of the Register all have relevant skills. We have been unable 
to identify any technique of nursing which is peculiar to this field of work. 
( paragraphs 51-54, 56-57) 

(13) We recommend that Mental Nurses should be accepted as fit to nurse 
in mental deficiency hospitals without further training or experience: and 
that the present distinction between mental and mental deficiency nursing 
should be abolished, {paragraph 55) 

(14) Nurses on the Sick Childrens and General parts of the Register 
require six months in-service training before becoming fully acceptable for 
responsible posts in these hospitals, {paragraph 58) 

(15) Financial disincentives to the employment in mental deficiency nursing 
of those on other parts of the nursing Register should be abolished. 
( paragraphs 59-60) 

(16) The importance of the Enrolled Nurse is emphasized, and we 
recommend that the category of Senior Enrolled Nurse should be recognised 
in these hospitals, {paragraphs 61-62) 

(17) The place of Nursing Assistants and Nursery Nurses is reviewed. 
{paragraphs 63-64) 

(18) Psychologists, clinical or educational, are so important as to justify 
the establishment of as many posts for psychologists as for medical 
consultants. Suggestions are made regarding their recruitment . {paragraphs 
66-71) 

(19) The functions of teachers and trainers in mental deficiency hospitals 
are reviewed. We recommend that Hospital Schools in their staffing and 
equipment should become the responsibility of the education authorities. 
{paragraphs 72-92) 
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(20) The role of occupational therapists is reviewed. ( paragraphs 93-98 ) 

(21) Physiotherapists and speech therapists are considered to be essential. 
We recommend that, wherever they are based, they should be employed 
according to the needs of patients in all types of hospital, (paragraphs 
100-105) 

(22) We recommend that the laboratory and diagnostic services should be 
provided from central departments, lying usually outside the mental 
deficiency hospitals, (paragraphs 106-109 ) 

(23) A wider development of the social work services for these hospitals 
is urgently necessary. We recommend that either the local authority 
Departments of Social Work should become fully responsible for these 
services, or that there should be joint appointments between these departments 
and the hospital services, (paragraphs 110-116 ) 

(24) V arious other categories of staff are briefly mentioned, (paragraphs 
117-121) 

(25) We recommend that the mental deficiency hospitals should have 
domestic superintendents and adequate domestic staffs. Nurses should not 
do domestic work, and patients should be employed on it only as part of a 
planned programme of rehabilitation, (paragraphs 122-126) 

(26) The valuable contribution of voluntary workers is briefly noted. It 
should be developed and co-ordinated by hospital officers, (paragraphs 
127-129) 



Hostel Accommodation and its staff 

(27) We recommend that all mental deficiency hospitals should consider 
further the feasibility of converting some of their accommodation to form 
hostels or home units, which could be placed in the charge of a warden or 
housemother, (paragraphs 130-134) 



Extra-mural duties of hospital staff 

(28) It is essential that hospital staffs should not be imm ured. The role of 
hospital doctors and nurses in comprehensive assessment units, in out-patient 
clinics and in patients’ homes is considered. Attention is drawn to the 
importance of genetic counselling, (paragraphs 135-139 ) 



Incentives to Recruitment 

(29) Various measures to assist recruitment are considered and recom- 
mended. It is considered to be of first importance that these hospitals in 
their activities should join the main stream of medical practice and research. 
(paragraphs 140-147) 
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Consequent Administrative Changes 

(30) In relation to the medical services, education authorities and 
departments of social work, we make specific recommendations to improve 
efficiency and better working relationships. We advise that an investigating 
group should be appointed to formulate future staffing ratios. Within the 
hospitals, the importance of a planned rehabilitation programme for each 
patient is emphasized. In conclusion, we assert that unless priorities in the 
health, educational and social services are adjusted in favour of mentally 
defective persons, significant improvement in their care is unlikely to be 
effected. ( paragraphs 148-156) 

We wish to compliment and to express our warm thanks to our 
Secretaries, Dr Whiteside and Mr Buckley, for the many ways in which they 
forwarded our business. 



1st June 1970 



(. Signed ) I. R. C. BATCHELOR 

Chairman 

On behalf of the Sub-Committee 
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APPENDIX I 

Survey of Two Mental Deficiency Hospitals in Scotland 1 

1 To provide information about patient needs, a survey of two of the larger Scottish 
institutions, of which the Physician Superintendents were members of the Sub-Committee, 
was undertaken. Lynebank Hospital is a new hospital (420 beds) which began a dmi tting 
patients in 1968. it is associated with Glenlomond Hospital (135 beds), and together they 
serve the County of Fife (population 325,139). Due to the admission of child patients 
from other areas, an unusually large proportion of Lynebank’s patients are children — 
rr as a S a ittst the Scottish national average of 20 per cent. Strathmartine Hospital 

r 6 j ’ Lmgest established mental deficiency hospital in Scotland, serves the city 
of Dundee and the Counties of Perth and Angus (population 417,000). It was thought 
t ^ at Lynebank and Strathmartine hospitals considered together offered the broad spectrum 
of medical, nursing and educational care generally available in Scottish mental deficiency 
hospitals today. The main object of the survey, of which only a few of the findings are 
given here, was to identify the nature and amount of care required by patients from the 
various categories of professional hospital staff (mainly medical and nursing) 



2 1117 patients were reviewed, 15 per cent of the MD hospital patients in Scotland. 
The age and sex distribution of the patients is shown below: 



Hospital 


Male 


Female 


Total 


Under 16 


Over 16 


Lynebank 


288 


210 


498 


172 


326 


Strathmartine 


332 


287 


619 


105 


514 



3 The survey was conducted along lines similar to those used by McKeown and Leek 
in their Birmingham survey of 1965. A differentiation of physical from mental nursing 
was difficult to establish and estimates of need varied markedly in the two hospitals. 

4 Need for Nursing Care — see Table A. In Lynebank 82 per cent of the children were 
estimated to require physical and/or mental nursing, and 46 per cent of the adults: the 
others needed supervision’ only ( cf McKeown’s ‘checking and counselling’ category). 
In Strathmartine 76 per cent of the children and 64 per cent of the adults required nursing 
care. These figures indicate a smaller proportion of patients cared for in hospital who 
need not be there’, than was reported in the Birmingham survey which placed about 
50 per cent in this category. 



5 Need for Medical Care— see Tables B and C. 54 per cent of the children in Lynebank 
and 31 per cent of the adults were reported to require moderate or intensive physical care, 
medically. 67 per cent of the children in Strathmartine and 30 per cent of the adults 
required similar medical care. Medical care in its mental aspect was estimated as necessary 
for 57 per cent of the children and 50 per cent of the adults in Lynebank, and for 79 per 
cent of the children and 42 per cent of the adults in Strathmartine. In the Birmingham 
survey, only a handful of patients were reported to require medical investigation or treatment 
in hospital, and the need for psychiatric care was not illuminated. 



6 Patients with Neurological or Special Sensory Deficits. In both hospitals more than 
half the children and slightly less than half the adults showed neurological abnormalities. 
After convulsive disorder, motor dysfunction was the commonest neurological abnormality. 



1 Acknowledgments 

Our thanks are due to the Health Services Research and Intelligence Unit of the Scottish Home and Health 
department tor its assistance in preparing the statistical data used in this survey. 
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(A discrepancy in the incidence of motor dysfunction in the two hospitals is probably 
due to the fact that the rating of patients was done by nursing staff at Strathmartine and 
by medical staff at Lynebank.) Details of the incidence of various abnormalities is given 
below: 





Lynebank 

Children 


Adults 


Strathmartine 
Children Adults 


None 


% 

32-1 


V 

58 


0/ 

/o 

38-1 


% 

50*9 


Hydrocephaly 


IT 6 


2-15 


4-8 


0-19 


Microcephaly 


2-32 


0-61 


2-9 


1-6 


Other cranial anomaly 


00 


0-3 


0*95 


0-19 


Total blindness 


2-9 


1-53 


0-95 


1-9 


Impaired vision 


2-2 


0-92 


5-7 


9-3 


Hearing defect 


1T6 


2-46 


1-9 


2-7 


Convulsive disorder 


23-2 


19-3 


33-3 


22-5 


Motor Dysfunction 


34-8 


15-69 


10-47 


7-19 


Other 


0-57 


2-9 


0-95 


2*9 



7 Mobility of Patients. 23 per cent of the children at Lynebank and 26 per cent at 
Strathmartine were found to be bedridden, unable to walk at all. Only a small proportion 
of adults in either hospital came into this category — 12 per cent at Lynebank and 7 per 
cent at Strathmartine. These patients required physical, bedside nursing. 

8 Continence. 43 per cent of the children and 73 per cent of the adults at Lynebank. 
28 per cent of the children and 78 per cent of the adults at Strathmartine, were continent 
of urine. Similar percentages of patients at each hospital were continent of bowel. 

9 Educational Ability. 31 per cent of the ‘edueable and trainable’ children at Lynebank 
were able in some degree to read, write and count: but only 8 per cent of those at 
Strathmartine. Of the trainable adults, 28 per cent of those at Lynebank and 18 per cent 
of those at Strathmartine had reached a comparable educational level. There are 
indications here pointing to the need for better educational facilities for patients, both 
children and adults. The needs of the latter are apt to be forgotten. The high grade 
defective may become ready and willing to receive formal education only when he has 
passed the usual chronological age for it. 
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Number of In-Patients by Nursing Care required 
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<. 302 — Strathmartine Hospital 

>. 476 — Lynebank Hospital (including Glenlomond Hospital) 



Number of Patients by Medical-Physical Care required 
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302 — Strathmartine Hospital 
'• 476 — Lynebank Hospital (including Glenlomond) 



Number of Patients by Medical-Mental Care required 
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i. 302 — Strathmartine Hospital 
n 476 — Lynebank Hospital (including Glenlomond) 
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APPENDIX n 



Mental Deficiency Hospitals in Scotland 
Number of Staff per 100 Patients 



Hospital 


Medical Staff 


Nursing Staff 


Clinical 

Psycho- 

logist 


Psychi- 

atric 

Social 

Worker 


Social 

Worker 


Occupa- 

tional 

Therapist 


Recrea- 

tional 

Therapist 


Physio- 

therapist 


Speech 

Therapist 


Pharma- 

cist 


Chir- 

podist 


Hair- 

dresser 


Catering 

Super- 

visor 


Domestic 

and 

Ancillary 


Cons./ 

Spec. 


Sapp. 

Staff 


Admin. 

and 

Tutorial 


Trained 


In- 

Training 


Others 


All 

Nurses 


Lennox Castle 


(1584) 


•54 


•16 


1-14 


13-76 


2-46 


5-68 


16-41 


— 


— 


•09 


— 


— 


•32 


•03 


•06 


•03 


— 


•06 


— 


RSNH 


(1312) 


•27 


•27 


1-03 


10-44 


3-51 


9-72 


24-70 


— 


— 


— 


■07 


— 


•07 


— 


•07 


•04 


•19 


•08 


3-12 


Gogarbura 


(729) 


•55 


•21 


M0 


10-17 


4-53 


8-71 


23-73 


•14 


— 


— 


•27 


— 


‘ 41 


— 


•14 


•07 


•14 


*14 


— 


Strathmartine 


(624) 


•32 


•32 


1-28 


11-30 


7-85 


10-34 


30-77 


•16 


— 


•16 


-16 


•16 


— 


•16 


•16 


•08 


•16 


•16 


6-09 


Ladysbridge 


(499) 


•50 


— 


1-80 


14-63 


8-22 


10-42 


35-07 


•20 


— 


•20 


*40 


— 


— 


— 


— 


•10 


•10 


; 


•60 


Lynebank 


(416) 


•96 


•48 


1-92 


12-86 


6-49 


24-76 


46-03 


■48 


— 


•24 


— 


— 


•12 


— 


•12 


•12 


•48 


•24 


•82 


Birkwood 


(314) 












































y -56 


•28 


M3 


8-91 


— 


12-95 


22-98 


— 


— 


— 


•38 


•19 


•19 


— 


•19 


— 


•09 


•19 


— 


Kirklands 


(219) 


i 






































Broadfield 


(215) 


•23 


— 


1-86 


12-09 


6-5 


14-19 


33-72 


— 


— 


— 


•47 


— 


•23 


•47 


— 


•23 


•47 


•23 


1*86 


Woodlands 


(140) 


1-4 


1-4 


2-50 


13-57 


12-14 


22-50 


50-71 


•36 


— 


•36 


1-07 


— 


•36 


•36 


— 


— 


•36 


•36 


2-86 


Caldwell House 


(138) 


— - 


— 


2-90 


5-07 


— 


17-39 


18-12 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


Waverley Park 


(133) 


•37 


•75 


1-54 


16-54 


— 


5-26 


23-31 


— 


— 


•75 


— 


— 


•38 


•38 


— 


•38 


— 


— 


3-38 


Craig Phadrig 


(128) 


•19 


1-2 


4-69 


18-04 


3-12 


35-94 


62-50 


— 


— 


— 


•78 


— 


— 


— 


— 


— 


-78 


— 


17-19 


East Fortune 


(123) 


•4! 


•41 


2-44 


8-13 


•81 


8-13 


19-51 


— 


— 


•41 


•81 


— 


— 


— 


— 


— 


— 


— 


13 01 


Glenlomond 


(94) 


— 


•53 


2-13 


13-83 


2-13 


36-17 


54-26 


— 


— 


— 


— 


— 


— 


— 


•53 


•53 


1-06 


— 


25-53 


Bellefield 


(87) 


— 


•57 


3-45 


5-75 


— 


40-23 


49-43 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


Dunlop House 


(71) 


•70 


•70 


1-41 


9-86 


— 


12-68 


23-94 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


1 -41 


St Joseph’s, Rosewell (259) 


•39 


•39 


1-16 


5-79 


6-95 


8-11 


22-01 


— 


— 


— 


1-54 


— 


•19 


•39 


— 


— 


— 


*39 


— 


St Mary’s, Barrhead (86) 


— 


•58 


2-33 


1*16 




9-30 


12-79 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


1*16 


— 


St Mary’s, Galashiels (83) 


1-2 


•60 


1-20 


1-20 


— 


8-43 


10-84 


— 


— 


— 


— 


— : 


— 


— 


— 


— 


— 


— 


3-61 


St Charles’ 


(74) 


1-3 


•13 


1-35 


1-35 


— 


4-05 


6-76 


— 


— 


— 


— 


— 


— 


— 


— 


— 


— 


1-35 


8-1 1 


St Aldan’s 


(72) 


— 


— 


1-39 


8-33 


— 


— 


9-72 


— 


— 


— 


— 


— 


— 


— 


— . 


— 


— 


— 


— 


Average 




•50 


•24 


1-43 


i 11-16 


3-93 


11-29 


29-11 


•07 


— 


•09 


•22 


•27 


•17 


•06 


•08 


•06 


•15 


•14 


2*7 



Figures in brackets are numbers of in-patients 
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APPENDIX in 



Survey of Six Mental Deficiency Hospitals 



3 4(a) 4(b) 5 



Hospital 


Visiting 

Specialists 


No. of Visits 


Rotational Training Schemes 
for Registrars! Senior 
Registrars 


Visits annually by 
Medical Students 


Visits annually by 
Nurses in Training 


Secondments of nurses elsewhere 
for training, annually 


Gogarburn Hospital, 
Edinburgh 


None 


None 


None 


None 


For Mental part of Register 
visits 2 days a year 


None 


Ladysbridge Hospital, Banff 


Medicine 

Orthopaedics 

Surgery 


As required 


None 


None 


None 


For General Registration — Regis- 
tered MD Nurses to General 
Hospital 


Lennox Castle and 
Associated Hospitals 


Chest Diseases 

Dentistry 

Dermatology 

Medicine 

Ophthalmology 

Paediatrics 

Radiography 

Surgery 


1 session per month 

2 sessions per week 

1 session per month 
As required 

2 sessions per week 
As required 

2 sessions per week 
1 session per month 


All Registrars in Psychiatry 
, 1 month 


Half day 


None 


All Student Nurses training for MD 
Registration — 8 weeks to a General 
Hospital 

For General Registration — Regis- 
tered MD Nurses to General 
Hospital 


Lynebank Hospital, 
Dunfermline 


Anaesthetics 

Medicine 

Paediatrics 

Surgery 


Twice weekly 
As required 

1 session per month and as 

required 

As required 


None 

. 


None 


A combined 3 years course for 
both the Mental and Mental 
Deficiency parts of the Register 
has been established at Strath- 
eden Hospital, Students from 
the course are seconded to 
Lynebank for 1 year 


2 Registered General Nurses secon- 
ded elsewhere for training for 
Mental Deficiency part of the 
Register 


Royal Scottish National 
Hospital, Larbert 


Chest Diseases 
Paediatrics 


Monthly 
On request 


None 


None 


For the General and Mental 
(Part) Registers — half day visits 
‘as required’ 


For Mental Deficiency Registration 
— to General Hospital for 8 weeks. 
For General Registration — Regis- 
tered MD Nurses to General 
Hospital 


Strathmartine Hospital, 
Dundee 


Dermatology 

Gynaecology' 

Medicine 

Neurology 

Ophthalmology 

Paediatrics 


On request 
Once monthly 
Once monthly 
On request 
On request 
On request 


All Registrars/Senior Regi- 
strars — 4 months 


Three 2 hour sessions 


For General Registration — 
Visits for one session every 8 
weeks. 

For Mental Register — Visits for 
half day each year 


For Mental Deficiency Registration 
—Student Nurses to General Hos- 
pital for 8 weeks, Pupil Nurses for 
4 weeks 

Two staff every two years for post 
registration for General Register 


Woodlands Hospital, Cults, 
Aberdeen 


Dentistry 

ENT 

Neurology 

Ophthalmology 

Orthopaedics 


Visits as required 
1 


None 


Half day 


3 hours for all student nurses 
attending Foresterhill College 


For Mental Deficiency Registration 
— All Student Nurses to Geriatric 
Hospital for 8 weeks, to General 
Hospital for 8 weeks. Pupil Nurses 
have similar secondment 
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APPENDIX IV 



Whitley Council Agreements which restrict the movement of nursing staff from 
other parts of the Hospital Service into Nursing in Mental Deficiency Hospitals 

1 aragraph 329 of the Handbook on Pay and Conditions of Service of Hospital Nursing 
and Midwifery Staff (1969) stipulates that a qualified mental nurse whose registration or 
certificate does not relate to the particular training, i.e. in mental nursing or in nursing 
of the mentally sub-normal (defective), appropriate to the type of psychiatric hospital 
in which she is employed, shall be given the pay and conditions of service of an enrolled 
nurse. 

This means that a trained mental nurse who is employed in a mental deficiency hospital 
may not receive the salary of a trained nurse until she has obtained registration in the 
nursing of the mentally defective. In other words her salary would be in the scale £900 
by four increments to £1068 per annum, instead of £1029 by three increments to £1209 
per annum with a further increment of £72 after three years’ service giving a salary of 
£1281. With this difference in salary there is a serious disincentive to mentally trai n ed 
nurses entering the mental deficiency field. 

Paragraph 329A of this handbook also states that the appointment of staff to posts 
for which they do not hold the appropriate qualification is strongly deprecated by the 
Nurses and Mid wives Whitley Council. When exceptional circumstances make it necessary 
for a hospital authority to employ continuously in a vacant post specified in the approved 
establishment (including a relief post so specified) which should be occupied by a registered 
nurse qualified in mental nursing or In nursing the mentally subnormal (in Scotland, the 
mentally defective), as the case may be, a registered nurse not so qualified or an Enr olled 
Nurse or a Nursing Assistant, that person shall receive the conditions of service for that 
post and be paid on the scale for that post subject to an abatement at all points on the 
scale as follows: — 



Abatements for grade of post filled 



Qualification of Officer filling post 


Staff Nurse 


Deputy Ward 
Sister / Deputy 
Charge Nurse 


Ward Sister / 
Charge Nurse 
or above 


RMN (in post for RNMS 1 ) 


£25 


£30 


£35 


X RNMS (in post for RMN) 


£25 


£30 


£35 


SRN, RSCN (in post for RMN or 
RNMS 1 ) 


£50 or 25 


£55 or 30 


£60 or 35 


RFN (in post for RMN or RNMS 1 ) 


£65 or 40 


£70 or 45 


£75 or 50 


Enrolled Nurse 


£65 or 40 


£70 or 45 


£75 or 50 


Nursing Assistant 


£75 


£80 


£85 



1 In Scotland RNMD. 
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APPENDIX V 



Organisations and Individuals giving evidence to the Joint Sub-Committee 

Written Evidence 

Association of Scottish Hospital Matrons 

British Paediatric Association (Scottish Standing Committee) 

Chartered Society of Physiotherapy 
Royal College of Nursing (Scottish Board) 

1 Royal Medico-Psychological Association (Scottish Division) 

Scottish Association of Occupational Therapists 
Scottish Education Department 
Scottish Society for Mentally Handicapped Children 
Society of Medical Officers of Health (Scottish Branch) 

*Dr H. S. Ross and Dr A. M. Cook, Aberdeen Mental Health Service 

Oral Evidence 

Association of Psychiatric Social Workers — Miss Alice MacFarlane 
General Nursing Council for Scotland 
1 Royal Medico-Psychological Association (Scottish Division) 

Scottish Education Department 
Scottish Home and Health Department 

Dr T. L. Pilkington, then Physician Superintendent, Gogarburn Hospital, Edinburgh 
Dr D. A, Primrose, Physician Superintendent, Royal Scottish National Hospital, Larbert 
x Dr H. S. Ross and Dr A. M. Cook, Aberdeen Mental Health Service 



1 Written and oral evidence 
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APPENDIX VI 



Mental Deficiency Units visited 

The following units were visited by members of the Joint Sub-Committee to gain 
first-hand information about existing arrangements in Scotland and in England for the 
care of mentally defective patients: — 

Surrey County Council Day Training Units: 

Banstead Technical Training Centre 

Weybridge Special Training School 

Ewell Special Training School — Nursery Class 

South-West Metropolitan Regional Hospital Board Hospitals for the Sub-Normal: 
Botley’s Park, Chertsey 
The Manor, Epsom 
Royal Earlswood, Redhill 

Little Plumstead Hospital, Norwich 

Strathmartine and Armitstead Hospitals, Dundee 

St Aidans Hospital, Melrose 

Lennox Castle Hospital, Lennoxtown 

Royal Scottish National Hospital, Larbert 

Lynebank Hospital, Dunfermline 

Gogarburn Hospital, Edinburgh 

Woodlands Hospital, Aberdeen 

Ladysbridge Hospital, Banff 
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